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BPOREWORD 


The Foundation for Research in Community Health (FRCH) is 
pleased to publish Dr. Guy Poitevin’s report “Health in People’s’ 


Hand” which was sponsored by the Indian Council of Social Science 
Research, New Delhi. 


The study undertaken by Dr. Poitevin in the villages of 
Rihe, Paud, Panshet (Velhe taluka) and Mulshi in Maharashtra is an 
unique one as it involves the women of these villages both as 
Health Animators and as equal participants in the programme. The 
study clearly depicts that women, who constitute almost half of 
the nation’s population, can take charge of their own health and 
also that of their community’s, given the necessary inputs. 


Once the people are made aware of their health rights, they 
are in a position to transform the other equally important aspects 
of their lives. This was also demonstrated in the integrated 
community health project conducted by FRCH in Alibag taluka of 
western Maharashtra which pioneered the successful involvement of 
semi-literate village women as health workers. 


The report has been edited by Saraswathy Anantharam with 
technical assistance from Manish Mankad. Secretarial assistance 
was provided by Anuradha Naik and to Shashikant More goes the 
credit of putting together all the photocopied material in its 
present format. 


OCTOBER, 1988. , DR. N.H. ANTIA 
BOMBAY. | DIRECTOR. 
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SUMMARY OF FINDINGS» 


This study was sponsored by the Indian Council of Social 
Science Research (ICSSR). An in-depth qualitative analysis of a 
small scale scheme of “health by the people" was conducted in 
remote rural areas of Pune district. This examined from within, 
the psycho-social and politico-cultural dynamics and processes 
involved in a collective effort of ‘self-health” undertaken among 
marginalized population by mainly female activists of an action- 
group. This endeavour is based on a critical appraisal by those 
concerned with the present condition of the health system, and 
motivated by a will to try out alternative ways. 


Evaluation reports of the Community Health Volunteer Scheme 
in India often stress its “failure to upgrade the capabilities of . 
individuals, families and communities to take upon themselves the 
responsibility of attaining and maintaining. conditions for the 
health of those living within their jurisdictions. In other 
words, "the central issue of the promotion of self-care is left 
unresolved" (P.B. Desai). This study has left aside questions 
of health planning, health status, medical services and welfare 
needs. While considering primary health care as a matter of 
social process, this social science analysis tries to observe as 
minutely as possible, the emergence and evolution of a ‘self- 
health’ project. This is done by focussing on attitudes and 
motivations, constraints and limitations, conditions of 
possibility and reasons of failures, unavoidable conflicts and 
experiments with medical practices which hopefully lay the 
foundations of an alternative health system actually caring for 
all. 


Primary health care issues are investigated by focussing on 
the dialectical relationship (obtaining) between the levels of 
health consciousness and the forms of mass organization on health 
issues on the one hand, and on the other, the local social, 
cultural, administrative and power structures, including those of 
; the public health care system itself. The reciprocal 

determination of the following three factors is conspicuously 
highlighted as a necessary requisite for the success of any health 


development scheme: 
- spreading of and liking for health knowledge, 


- awakening of a socio-cultural and socio-political 
consciousness with special reference to the present 
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sequent 
wtradietions of the health care system and the conseque 


le‘s organization on health care. of health 


ies self-reliant alternative efforts 


ie autonomous and 
care. 


This study surveys the nature, the extent and forms of this 
considering health as an inalienable | 
‘dimension of an overall process of socio-cultural and ee 
political awakening. And on the basis of trends and logics 
observed in this particular health development scheme, it draws 
general conclusive remarks regarding crucial aspects of an 
epistemology of development and social action. 


mutual correlation, while 


Regarding the -methodology, the analysis is jointly and 
cooperatively carried out, at all stages, with those concerned and 
actively involved in the scheme. This case study explores the 
methods of collective self-analysis and action-research. In-depth 
micro-studies necessary to examine emerging alternatives at the 
local level and among powerless social sections, intend to bring 
forward conclusions relevant to the needs of a macro-level 
planning: this latter would remain a futile exercise if it did not 
take cognizance of the dynamics operating at the grassroot level. 
As the scheme under study was not a medical care scheme, sampling 
methods and statistical survey were of no avail to examine changes 
occuring in health perceptions. Several qualitative methods and 
procedures were resorted to. The study was spread over six years 
(1981-1987) as a sort of continued analytical effort accompanying 
the evolution of the action programme. 


A specifically important aspect of the scheme under study 
which was found to be a determinant structural component of any 
Primary health issue was the gender dimension. Anthropological 
analyses of the women’s role in the traditional ritualistic cure 
practices where women occupy a pivotal position provide a 
rationale for an almost exclusive priority being Siven to female 
community health workers. Knowledge and practice of modern 
Clinical primary health care Provide women with a possibly far 
reaching role of unchallenged preponderance and consequently give 
them a eens e of discarding their subaltern | and instrumental 
yale ne Securing for themselves a social recognition 

on their actual sensitive developmental efficiency. The 


Study suggests that the gender parameter be one of the main 


Sociological criteria for | 
ev 
system. aluation of any Primary health care 


The anal 


ytical account b 
by the health ased on the 


direct artic j 
animators of their own utation made 


experience is Propounded 
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under three categories: 


1- Identity and role. 


The scheme is meant to generate and spread collective health 
consciousness in a population deprived of any health awareness. 
Even basic to the desire of a self-help scheme in the matter, the 
first crucial question that comes up relates to the rooting of new 
ideas about health and the progressive consequent discovery by the 
health animators. This is acheived through a continuing and 
methodic cultural labour, of their tasks and role as health ~ 
activists which are quite different from their own initial 
expectations or representations and from those of a welfare-minded 
population. The following issues are submitted to an accurate and 
detailed scrutiny: the floating of alternative concepts about 
health and the comprehension of their content, its relevance and 
import; the motivations prompting interest and commitment; the 
role of outsiders acting as catalysts; the procedures of selection 
of health workers from within local groups of a wider poor 
people’s organization; the inhibitions and anxieties of the female 
volunteers, and the counter-propaganda and pressures exercised 
against them as “poor and ignorant’ women taking up a doctor’s 
role; the perceptions of the village population about. the: health 
workers; the evolving concept of the health activists about their 
own involvement and their personal commitment; the reasons for 
dropping out of many of them and the motivations prompting many ~ 
more new female volunteers to involve themselves in the attempt, 


etc. 


Two main and anti-thetic socio-cultural cognitive structures 
give ready made referential yard-sticks to evaluate the event and 
define the ambit of most of the dialectic processes arising as 4 


result of the health work: first, the traditional set about 


roles and images; second, the set of prestigious modern 
Because both 


women s 
representations about doctors and medical work. 


these conflicting cognitive frameworks operate as pre-critical 
judicial recognition patterns, the gender parameter becomes one of 
the most revealing dimensions of the health scheme under study. 
y raises general critical questions of epistemology 


This indirectl | 
role at the level of the 


of development with regard to the women’s 
village community. e 


The health animators’ identity is shown as the result of a 


triple shift on their part: 7 . 
—- from static notions of social status and prestige assoicated 


loyment 
with the health profession and the dynamics of employ 


ts. 
tions towards activists attitudes and achievemen a 
jn terms of ignorance, fear 
the self-confidence 


expecta : 
- from self-perceptions 
feelings of inferiority towards ae: 
knowledge, 
requisite to the mastering of new 
phi an individualistic outlook of private advantage towards 


a collective involvement. 


At the operational level, it is not the perception of pote 
as a community problem that leads to a renewed social practice in 
the matter. It is the renewed -organizational social practice 
(an action-group dynamics) that establishes a collective procedure 
of cooptation. This is done by an informal group of health 
volunteers who generate an alternative perception of health as a 
collective issue that confronts the whole community. A renewed 
network of social relations helps to develop an alternative 
approach to health issues. This also happens with regard to other 
development issues (labour, reafforestation, children’s education, 
for instance) raised by the wider people’s organization within 
which the health project is implemented. 


The structural requisites of the progressive stages of self- 
assertion processes leading a female health animator to perceive 
herself as a social animator “with health in hands”, rests upon 
two essential determinants: the appealing example of another rural 
woman similar to her engaged in this task and the time factor | 
(between six months to two years). This time is structured as a 
scenario comprising of the following seven stages, each qualified 
by a specific social practice: 


1) announcement stage through visits of a former health 
activist; 


2) call to join through an explicit invitation in the name of 
the local group; | 

3) curiosity which initiates interest; 

4) initial contacts through casual attendance; 

5) initiation through acquaintance; 

6) collective assignation through conferring a health task: 

7). animation stage through actual involvement. 


2- Health practices. 


Two different types of activities 
here: the health practices 
care, and the 


should be distinguished 

as activities of health and medic 
al 

health collective actions as attempts of mass 
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mobilisation on community health issues. 


The training programme is always held in a village, at a 
central place convenient to the groups of health workers. Its 
objectives are to train volunteers to diagnose and treat common 
ailments and develop their ability to understand and deal with the 
social, cultural, economic and political aspects related to this 
medical work. The actual methodology is shaped during the course 
of training by the concrete conditions obtaining in the area of 

operation and by critically analysing the experiencé gained 

progressively. The overall framework consists in establishing a 
symbolic relationship between elementary curative services, health 
education and medical conscientization. 


Two types of training are distinguished. The first one is 
technical and pedagogical: it imparts medical knowledge, checks 
its assimilation and experiments adequate methods and devices for 
disseminating this knowledge among the population. It comprises 
of two stages: initial stage of preliminary intensive training 
spread upon several months as a rate of one day per week, 
followed by continuing education regularly imparted in a one day 
training meeting conducted once a month at a fixed date. 


The study describes the content of the curriculum and medical 
practices taught to the health workers, the learning methods, | 
materials used, etc. Two pedagogical principles among others 
deserve attention. Firstly, the focus of the training should be 
on sharing information and knowledge as against the usual practice 
of medical practitioners to retain these for themselves. The 
sharing of a demystified health knowledge, that is grasped by 
apprehensive female health workers. This knowledge gained by them 
created an encouraging statisfaction of a relevant achievement. 
Secondly, the dramatisation of the health workers’ experience - 
through enacting their actual practice, in discussions and role- 
plays, proves’ the most appropriate self-learning method with 
regard to the aims of people's education and organization of the 


project. 


The second type of training is a two-day bi-monthly camp held 
regularly in one place or another. It consists of an in-depth 
critical investigation of the socio-cultural and politico-economic 
aspects of health issues and health policies. It is done with 
reference to the level of perceptions reached by the participants 
at the time. The camp aims at developing a proper jdeological 
motivation necessary to implement the health conscientization 
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tional 
bjectives of the project within the whole se iar unre 
ah of which the health component is only a part. — 
this analytical effort of action-rese : 
hows e 
t of the study. This 8 : 
nstitutes the major par ies 
MEST profit that a cooperative health study may ayaa oe: 
3 jal scientist operatin 
43 monitored by an intervening soc 
reference to the aims of the project as well as the procedures - 


specific to this approach. 


framework 
substantial results of 


The rapport of the health animators’ medical practices 
the Government health officers’ and personnel is given a wide 
coverage in terms of the health workers’ perceptions relating to j 
the conflicting models, roles and actual relationships opposing 
both of them. The effectivity of the medical work is evaluated ~ 
through qualitative checking among the population of villages 
where health workers were operating. “eh 


3- Health action. 


By health action, we refer to the collective determination of 
the health animators and the community to intervene and meet | 
their health needs, either at the village, taluka, district or 
State level. Health action is considered as the indicator of the 
form and extent of the socio-political insight reached by people 
and of their bargaining power with regard to health. . 


One should first take the measure of the constraints which 
obstruct the perception of health as a public and collective 
issue. socio-cultural inhibition, relations of dependency, 
poverty... spread the snares of helplessness. Absence of health 
information, lack of concern for collective issues, anxiety of 
sheer survival, hold of traditional representation, patron-client 
systems of relation and influence which runs off the scanty public 
health facilities, fear of a knowledge apprehended as beyond one’s 
reach and a prerogative of males from higher classes, behaviour 
patterns of health practitioners with the attitudes they induce,. 
etc. are some of the main challenges to be confronted. The weber 
of the many structural constraints leads first to conclude that a 
health system which simply follows the established model | 
supply of medical care as a commodity or a free assis 
needy within a hierarchical and 
ee mediated and. reinforced especially among poor 

Pulation by an acute gender and class differentiation) 


cannot bring about any 
genuine and subst 
health status of the majority. antial improvement in the 


(vig. 
tance to the 
commercial network of doctor- 
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Women in particular are dependent upon their husband. A 
position of subordination creates in them a state of. permanent 
anxiety. Secondly, women are the natural victims of diseases 
transmitted by physical contacts which they cannot avoid, being 
submitted to the wishes Of man such as tuberculosis, scabies and 
veneral diseases. Thirdly, the compulsion of fasting as a 


specific dimension of the role of house-wives increases stress and 
weakness. ; 


“Health in people’s hand" is the alternative. The task of 

experimenting with it is incumbent on any health action group 
worth the name. The phenomenological approach of the study tries 
to grasp the groping Processes through which a renewed collective 
militant health consciousness based on self-help attempts feels. 
its way along. A main step is reached with the perception that 
“to live is a right. Health is also a right, a human right”. A 
second step is the firm commitment of the health activists to go 
and visit villagers in order to Organize them on local issues. 
Sensitizing women so that they take the lead is a strategical 
necessity. Permanent pressure on the government health services 
is the most common strategy used. Door to door visits, holding of 
small group meetings at fixed dates, and occasional educational 
camps are operational procedures for which health animators 
develop the necessary pedagogical skills. Among the priority 
issues are: drinking water supply, mother and child care, women’s 
health condition, public works and their health aspects, 
rationshops, etc. 


Groups of health animators did not yet directly, try to 
methodically articulate an alternative framework for the primary 
health care system on the basis of their medical practice, health 
knowledge and critical insight into the contradictions of the 


present health care system. Still, several express the views that 


an alternative framework should 


= give first priority to women, 

oa secure safe drinking water for all, 

= make many more nurses available in villages, 

- establish many more local dispensaries so that people, for 
any small need, do not have to go to the taluka or district 
centre. 


“As women fall sick much more than men (on account of 
defective diet, frequent deliveries and mental stress), a female 
nurse is likely to feel more concerned than a male doctor and 


effectuate deliveries and enable 

with other women. The tragedy is 
not stand the conditions nor 
Seasoned health animators 
should be trained in 


prove more appropriate to 
free and confident exchanges 
that the present urbanised nurses can 
meet the needs of village population”. 
define the roles for which village nurses 


areas as follows: 


(preventive education), 


a d advising, 
information an mother and child 


- special attention to women (diet, pregnancy, 
care), 

- careful implementation of immunisation programmes, 

- circulation of pills free of charge for the poor people, 

- give injections if necessary and no doctor is needed for this 


task. 


And they conclude: “As no urban nurse is ready or capable of 
meeting these needs, it is essential to recruit nurses from among 
ourselves and train us to perform these tasks. Peasant women can 
be competent nurses much better than the doctors and be 
immediately available to patients and relate to them better than 
an outsider. Nurses should be numerous and should be easily 
accessible. 


Conclusion 


Elements for a theory of action are drawn in conclusion 
as they point to the intrinsic relations obtaining between human 
agency and power understood as a transformative capacity. Three 
resources that are of particular importance with regard to the 
powerlessness of the women HAs belonging to the scheme are as 


follows a the health knowledge, the gender parameter and the. 
speech capacity, as means of counter-power. Temporality and 
spatiality appear as structural properties of action. No 


theoretical or methodological theory of action, and no planning of 
any action programme should ever by-pass the acting subject oki 
latter is neither a mere cultural dope, nor only a anne ; 
socio-economic systems of relation or even a submissive axe 
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PART I 


PERSPECTIVES AND AIMS 


A. PRIMARY HEALTH ISSUES AS A COMPONENT OF LOCAL SOCIO-CULTURAL 
DYNAMICS: 


P.B. Desai concludes a general evaluation of the Community 
Health Volunteer (CHV) Scheme in India with the following 
assessment : “The most crucial shortcomings of this kind of 
approach is the failure to upgrade the capabilities of 
individuals, families, and communities to take upon themselves the 
responsibility of attaining and maintaining conditions for healthy 
living within their jurisdictions. In other words, the central 
issue of the promotion of self-care is left unresolved". (1983:7) 


He then, immediately stresses the point that the definition 
of the objectives drawn in the Alma Alta Declaration, 1978, to 
resolve this central issue is “holistic” in nature, especially as 
their formulation insists on a full community participation and a 
spirit of self-reliance and self-determination (WHO-UNICEF, 
1978:3). He goes on to further adding that “this emphasis... 
calls for the transformation of the social organisation of 
community into a viable, dynamic and positive instrument of social 
progress... The task of delivering health care, therefore, must 
begin with this non-medical, social endeavour of achieving the 
necessary social transformation at the grass-root level”. 


The assessment of the working of the Rural Health Scheme made 
by the Population Research Centre of the Institute of Economic 
Growth concludes with a similar evaluation: “His (CHV) role as a 
public health worker is more social than medical. It would: 
require of him to create health consciousness Within the community. 
and to prepare and organise community effort to carry out all the 
necessary steps of improving sanitation within the settlement, 
cleansing up the surrounding areas and importing health education 
to all its members. This work within the community is in fact the 
foundation upon which the whole health care delivery system must 


rest". (Bose A., 1983 > 53-80) 


This is also our conviction that "planned provision of 
primary health care based on self-reliance may play a crucial role 
to refashion development strategies in order to curb their 
tendency to accentuate social and economic jnequalities". To that 


ation of people in the health 


1 role to planning exercises at 
capability to evolve 


effect, the promotion of particip 
may lead to accord a centra 


eme : 
mi and enhance the people s 


the local level 
their own institutional base. 


still more crucial question : What does 


But this raises a et ae 


9 
mean in terms of strategies of social action: 


his 
Ln eR to call for strategies of social development in Ect 
abstract. Such strategies would remain idealistic and pious 


wishes without the insights into the methodologies of on 
practices appropriate to these ends. The present study therefore, 
leaves aside such general and still fundamental questions as the 
reorganisation of a health care system within a comprehensive 
concept of socio-economic development of a given community (ICSSR- 
ICMR, 1981) as well as the questions of costs and logistics. This 
study of a limited voluntary health programme is not immediately 
concerned with such objectives as the raising of health status, 
nor the planning of integrated health services for a remote rural 
area, nor any other related welfare, educational or developmental 
issues, in more or less static way. 


We leave aside also the very concept of development implied 
by any strategy of self-reliant development. It is certain, 
indeed, that “if we succeed in organising the community for giving 
to itself a primary health care system of its own choice, it may 
become all the more practical to carry forward this process of 
self-reliant development into all fields of social and economic 
progress" (P.B. Desai, 1983 :8). But the question remains of what 
“organising the community” methodically means for enabling it to 
wish, to conceive, to experiment, to chalk out and to give itself 
a health system appropriate to its concrete needs. First of all, 
what would the word “community” mean? The mere incantation of 
high-flying shibboleths only exposes development and health 


Strategists once more to ridicule and simply leaves them without 
foot soldiers. 


The study is concerned with the birth of a collective effort 


of “self-health" emerging as an attempt of “health by the people" 
This endeavour based on a critical appraisal by those concerned ae 
their present health System and condition, is motivated by a will 
ee = a ways. The study tries therefore, to 
fans aires. as possible, with a profusion of details, the 
tes oc: Wittians of the project. The focus is also on 
esis.) motivations, constraints and limitations, conditions 

ity and reasons of failures, unavoidable conflicts and 


experiments. with medical practices which hopefully lay the 


oe of an alternative health system actually caring for 
all. | 


Health care is considered here as a dynamic process from 
within a marginalised population. It is also seen as a dimension 
of an overall process of socio-cultural and socio-political 
awakening and people’s organisation. This case study should bring 
a partial contribution to answering some of the questions raised 
by P.B. Desai (1983 : 21-22) : the building of a bridge between 
enlisting community and the health care delivery system, the task 
of generating social awareness, the securing of the cooperation of 


women more than of men, the ways of an effort of self-reliance, 
etc. 


_ Primary health care as an object of social science research 
is here examined and evaluated by focussing on the dialectical 
relation obtaining between the level of health consciousness and 
the forms of mass organisation on health issues on the one hand, 
and on the other, the local social, cultural, administrative and 
power structures, including those of the public health care system 
itself. If health status is rightly considered as an index of 
social development, health consciousness - a5 expressed in 
relevant renewed social perceptions and cultural representations, 
and in consequent forms of collective action - should be rightly 
considered as a component and an index of the socio-cultural and 
political awakening of a given population. The word health 
conscientisation’ in the following pages, refers to the 
progressive raising of such a multi-dimensional health 


consciousness. 


B. THE OBJECTS OF THE STUDY AND ITS DISTINCTIVE ASPECTS: 


The health education programme of a small voluntary agency 
(Y.© ea. | Village Community Development Association, Pune) 
operating in the remote mountain areas of the talukas of Velhe and 
Mulshi (district Pune, Maharashtra) was considered as providing an 
appropriate field of observation for this research. The health 
programme under study is a part of a wider programme of mass 
education (called “School Without Walls’) which is itself a part 
of a wider programme of “conscientisation” and mass organisation. 
This programme is being carried out in the remotest villages of 
the talukas. Most of them are located in the mountain area of the 
Sahyadri Range and are deprived of any medical services. Quite 


effort to implement its CHW 
tried to cooperate with the 
agencies. Only a few private practitioners sometimes 

they mainly give injections and take 
n for the same. Medical officers of the 


Primary Health Centre (Velhe and Paud) visit the area for 
conducting camps, especially sterilisation camps, expecting 
nurses, teachers, local leaders, social workers and other 
functionaries to enlist ‘cases’ (for tubectomy operations) to this 
effect. Sanitary conditions in the village are very bad. Animals 
are kept inside the house. During monsoon, many villages are cut 
off by the rains. In the dry season, very few villages are 
connected by a bus to the taluka centre. Scarcity of land and 
poverty do not permit a sufficient and balanced diet. Traditional 
representations about disease and their treatment are generally 
prevalent. Two dams (Panshet and Warasgao) still increase 
considerably the isolation and hopelessness of the population. 


recently, the Government made an 
scheme : the voluntary programme 
government 
visit this interior area 
money from the populatio 


The objectives of the health programme of V.C.D.A. can be 
appropriately defined by two documents. The first is the design 
by V.C.D.A. of the health programme before its inception. 


a). The aim of the health programme: 

“In the mountain area (Sahyadri Range), no health services 
reach the remote villages and the general conditions are such that 
a preliminary effort of health education is a step that only a 
voluntary agency can and should undertake. The local population 
Me ee ae not only to realise the 
—. fat cet of ae mensions of health problems in 

evelopment (instead of identifying 
health problems with only medical and curative practices at the 
time of diseases), but also to become aware that health problems 
are, as many other problems, a matter of collective responsibilit 
on the part of local bodies and local communities. One should ag 
rely passively on the supply of medical services from ae ie 
governmental or private agencies. As a conseque 0 
awakened, the local communities under the leadershi ee et ta 
animators trained in health animation, will be ina . = vice 
oe ae: to pressurize the public health services woes 
ae eeds of the population and on the other, to cooperated 
bx: in ine ee far from only expecting medical and eines 5 
attempt ie aa . Caden Sametion an ‘th educational 
cy, ‘any bis people aware of their own responsibility and 
appropriate rai Pe nlllaa tapes help them ima i : 
rms of health services for meeting thease aie 
x -© 


remote mountain villages up till now unattended". (18.11.1979). 


b) The perception of the challenge: 

The second “document” (1983) is the result of the exchanges 
and of the joint experience of the health animators'and of the 
doctor-in-charge of their training, Dr. Anant Phadke. Dr. Phadke 
prepared a note to summarize the perspectives of the health work 
as jointly perceived by the doctor and the health workers 
themselves. This document was meant to clarify the nature of the 
work of the health workers, its concrete objectives and limits 
against the background of their local physical environment. We 
think that better than any statistical data (otherwise known) and 
a purely external description, this document, on the one hand, 
gives the perception of the group under study and on the other, 
gives a picture of the extent of the challenge to be faced. It is 
against this background that the steps and the methods taken by 
the local health animators will constitute the object of our 
analysis. 


A translation of this second document is given below 
Qur health work : Why and how? 


- All of us, both adults and children fall sick every now and 
then. 

- For treating our illnesses, we neither get medicines 
immediately and nor are they of good quality. 


These are the two main problems that we face about our health 
condition. 


(1) Why do we fall sick so often? 


The reasons are - 


Ri, We do not get enough to eat nor good food. As a result, we 
become weak. 

ji. We do not get enough clean and safe and potable water. As a 
result, diseases like scabies are prevalent during summer and 
during monsoons, the rate of diarrhoeas show a definite 


increase. 
j4ii. Ovr houses areé small and unclean as we keep our cattle inside 


our houses. 
iv. During the rainy season, We work in torrential rain and are 


exposed to cold winds. To ward off the cold, we do not have 


adequate clothing. 


vi. 


wil. 


) k is dangerous, our instruments are primitive eon 
- Bptgle - as a result, accidents occur. There is so muc 
edna: apt We, therefore, get tired early and we 

of Nerd Gana to our health conditions. 
cannot pay we are overwhelmed by difficulties and 
Many amass mind is affected by worries and problems. 


sequently , 
“ re stil of the male domination upon women is especially 
heavy. 
The Government has no money or employees for our education. 


The Government, however, has money for the care of a handful 


of privileged people. 


viii.Bad habits : alcoholism, tobacco...etc. 


fall 


Frequent pregnancies. 
No vaccination. 


If we could get rid of these difficulties, then we would not 
sick so often. 


But today, these difficulties cannot be removed. As a 


consequence, the frequency of diseases cannot be immediately 
lowered. 


(2) 


: Ss 


Why do we not get proper medical-care when we fall sick? 


There are no doctors in our area. There are only ~Bhagats’; 
who deceive us. 

The doctors who come in our area, also, are of no real help 
like the Bhagat. For instance, they use difficult foreign 
words which they pronounce like mantras and create an 
atmosphere of mystery. Although there is no need, they give 
injections and prescribe useless medicines. The medical 
profession has become like any other business. lt ia™ es 
profession consisting in selling of medical service and 
medicines. The more money you give, the better treatment you 


Will receive. A doctor’ in this area does not differ much 
from an agent of a drug company. 


Doctors behave like Stockists; they hoard knowledge as 


shopkeepers hoard the commodities to make them more 
expensive. 


There is a competition for consumers as 


among dealers to 
obtain more consumers and gain 


more money. 


Where are human values? 


(3) What does current practice of doctors reveal to us? 


Doctors not only sell therapies, but the current method of 
medical practice imbibes and reinforces certain ideas and values 
in us. Which are these values? :- 


- Money is everything; human needs do not matter; 

- The knowledge of the doctor is a very difficult one. We 
shall never be able to understand anything of it; 

- Our health depends upon doctors; 


- The intellectual work like that of a doctor is much superior 
to our manual labour in the fields. 


(4) What is the use of our health-work? 


Our health-work will not be able to appreciably reduce the 
diseases in our community. The reasons for it are as follows - 


~ Our health condition depends much more on many other factors 
of our whole environment than on medical services; 

- The knowledge that we can get about health as health 
animators, is limited; 

- The medicines that we give are simple and a few in number. 


What is then the use of our health-work? 

We want to demonstrate at this primary level, a new concrete 
way of undertaking health work. What is the difference between 
the health-work, the methods used currently and our method? This 
will be clearly understood from the following example - 


Let us suppose that a lady health animator from our group 
attends to a child suffering from summer diarrhoea. What will she 
be able to achieve? 


es Change in the body: We shall be able to overcome the disease 
which affects the body of the child. 
ii. Change at the economic level : We can demonstrate that a good 


treatment can be given at a very nominal cost. 
$44 Change at the level] of health consciousness : The health- 


animator can change the perception of the people - about 


diarrhoea. 


What will she/he tell them? :- 


2; Why diarrhoea occurs, what is the treatment, what we should 


a3. 


iii. 


vii. 


i technical knowledge 
do to avoid this ailment..etc. This 


t diarrhoea will be given. cor ana in 
diarrhoea occurs much more often among 8 cos 
Hof villages; how the proper preventive = Ec 

depends, upon a proper water-supply; WAY 
diarrhoea interested in treating 


j are 
doctors and drug companies a. 
diarrhoea with very expensive medicines...etc. Thi 


knowledge about social aspects of the disease. 
How there is no need of a doctor to eee rien eae he 
ailments, and how private doctors are Oppos 

giving such a simple information to the HOOP 

How we can free ourselves from the exploitation of private 
doctors, and how we can oppose this exploitation. 
How in our health-work there is no domination of the doctor. 
We do not give him undue importance. 

Though the Government commits itself to such a work in its 
pronouncement, how it is not really interested in such a 
method of health-work. 

Our health-work is taking place satisfactorily because we are 
becoming conscious and are getting organised. Our health-_ 
work will increase if our awareness and organisation grow. 


imple and minor 


However, till the time our needs about food, water, shelter, 


education, clothes are not met, we will continue to fall sick on 
and off. : 


C. 


reciprocal determination among marginalised rural 


THE FOCUS AND THE METHOD OF INVESTIGATION 


The main aim of the study is to document the possible ways of 


population 


deprived of elementary health services. This is achieved through 


an in-depth qualitative study of a small scale 
by the people”. The three series of processes 


a) 


b) 


scheme of “health 
aimed are - 


The spreading of health knowledge, liking for medical 


education and consequent improvement of health among 
marginalised rural population; 


The process of socio-cultural and 
especially with reference to the 
dysfunctions of the health 


People’s organisation to deal 
other issues; 


Socio-political awakening 
present contradictions and 
care System and the consequent 

With health Problems as well as 


ee ee oe + ee 


Cc) Autonomous and alternative efforts to promote attitudes and 


concrete attempts of collective self-help in respect of 


primary health education and health care among the same 
weaker sections. 


The assumption underlying and motivating the present study is 
the conviction of the necessity of such a reciprocal 
determination. Failing this, no health development scheme, be it 
of aminor or major scale, can significantly contribute to the 
radical changes needed in this field of health policies. The aim 
of this qualitative study is to establish and describe some of the 
forms, the nature and extent of this mutual positive correlation. 


A second aim is to draw observations and conclusions relating 
to what bears upon the concepts and procedures of development -and 
especially of health development, processes of cultural, social 
and political awakening and organisation of the marginalised 
social sections. These latter processes are obviously leading 
towards redefining the epistemology of development. The following 
case study is expected to shed some light on these theoretical 
issues with regard to rural masses, the health needs of which have 
been especially consistently neglected. 


The characteristics of the method are the following 


(1) The analysis is jointly and cooperatively carried out, at all 
stages, with those concerned and involved in the scheme. The 
case study intends to explore methods of collective self- 
analysis and action research. This methodological approach 
is expected to promote a more critical consciousness and 
consequently, to foster the process of autonomous) self- 
determination as well as to develop the theoretical ability 
of the group to clarify one’s own objectives and ideology. 


(2) If in-depth micro-studies are unavoidably to be resorted to 
when one is looking for emerging alternatives at the local 
level and among powerless social sections, the validity of 
such in-depth studies is nonetheless not to be undermined 
with regard to the needs of those concerned with macro- 
planning and large scale policies. The minute in-depth 
analyses of this case-study intends to bring forward those 
conclusions relevant to the needs of a macro-level planning. 
The latter would remain a futile exercise if one would not to 
take into account the dynamics operating at the grass-root 


level. 


jis neither a medical care scheme 
provide medical services, sampling 
ould not suit the objectives of 
urring in health conditions and 


perceptions will themselves be evaluated by other pe re 
the usual statistical surveys which are of no ava : : 
case study. Several qualitative methods and proce peer : 
resorted to. One of the most important is ve so-calle 
"sociological intervention” - intervention of | the 
sociologist and his assistant through seminars and training 


of the health workers. This is done by raising specific 
engineer a process of self- 


pth interviews of individuals 


(3) As the scheme under study 
nor a scheme meant to 
methods cannot be used as it W 
the research. The changes Occ 


analytical questions meant to 
analysis in small groups; in-de 
and groups of health workers and of villagers, inquiries made 
by some trained health workers; short personal narratives; 
minutes and reports of meetings and free discussions; role- 
plays and short dramas; content analysis of the reports and 
minutes of the ordinary meetings made by the research 
director and the research assistants, etc. No structured 
interview schedules were used; only guidelines were carefully 
prepared for conducting group discussions and individual 
interviews. The study was spread over six years (1981-87) as 
a sort of continued analytical effort following and 
accompanying the evolution of the action programme. 


Analyses are essentially made on the basis of the direct 
relations made by the HAs of their own experiences. To grasp the 
processes of emergence of new representations and different 
practices is difficult. Only participatory research procedures 


are adequate for this purpose. A phenomenological approach 
will give us insight into the dynamics of innovative steps and 
the subjective experiences of the HAs themselves. There is 


no other appropriate way to grasp the slow progress of a renewed 
consciousness and of the practices following from this latter 


A grass-root level health animation 
traditional rural areas is 
passive 


3 scheme in remote and 
often partially confronted j 

. With the 
ae oa covert resistance of local population. People do not 
g a the yocabulary of modern medical science so alien to thei 
usua anguage and ways of experiencing illness ae: 


/ A 
investigation on primary health care social science 


activities should therefore 
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be specifically concerned with these particularly important socio- 
cultural determinants usually referred to as the anthropological 
dimensions of health, wis the traditional symbolic 
representations about body disorders and the consequent health 
practices meant to cope with them. They define the cultural back- 
ground against which the programme of spreading a renewed “modern’ 
health knowledge is undertaken. This anthropological issue should 
be raised in any study of primary health care schemes. It can be 
simply formulated as follows : do HAS of a ‘modern’ health 
education scheme take cognizance of these traditional beliefs and 
practices? How do they look at them and deal with them? 


HAs who belong to the same traditional population are 
perfectly conversant with their symbolic language, but while 
learning from a modern doctor, a new language in terms of germs 
and disease causation, they are likely in their actual health 
activities, to forget and disregard the former beliefs which were 
referring to some powerful entity coming into the body. The 
modern language based on purely empirical observations and 
rational explanations clashes absolutely with the former one and 
condemns the symbolic healing practices. What notice do HAs take 
of the previous set of beliefs? What status or what place do the 
former treatments acquire in the renewed health practices of the 
HAs? 


Instead of an outsider’s overview of the traditional cultural 


background with regard to health in the area under study that 


keeps pace with our methodological rules, let us give an idea of 


the challenge facing the HAs in this matter through an analytical 


account of the outcome of collective discussions held by study 
groups of HAs on this issue. We can reconstruct their own 
understanding of the matter through distinguishing the three 
levels of representations, practices and social relations. 


a. Traditional cultural representations about the onset of 
health di sorders 4 


(1) Fears, prohibitions and inhibitions - 


A first set of representations arises in connection with the 


sudden onset of some disorder or unexpected suffering. Their 


reasons remaining unknown, the baffling suddenness and 
unexceptedness of the suffering and of the ailment lead one 
immediately .to consider them as an assault or the retaliatory 
attack of some mysterious entity which capriciously strikes off. 


11 


z 


unexpected and sudden blow, an 
Two verbs are used here ©-8- * rapes gr20 
to compress, to bring and keer 

to suppress, and jhapatne, 
or to devour, gulp, gobble 
refers to 4 demon or a 


The vocabulary refers to an 


aggression or 4 strike. 
which means to press down, 
subjections, to oppress, to smother, 

which means to strike off, to despatch, 
eagerly, to attack when it 


11 
up, swallow h a disorder in health. 


goblin, as is the case wit 


The fear and dread that the event has chair mee 
frightful capture by a goblin or a demon which has — : 35 
unaware. The expression is bhuta lagle. The anguish ‘o) eing 
overpowered all of a sudden generates a deep feeling of — and 
terror. Struck with awe, the one who is affected perceives his 
health disorder as the expression of the strength of a. powerful, 
tremendous occult power, a mystery, gudha. This mystery should be 


revered and kept at distance by everybody. There should not be 


any connection, contact or relation with it. One should keep 
aloof, nothing should be done at the place where it has housed 
itself. Every body should be on his guard, as there is. 4 serious 


danger around it. A general constraint will prevent anyone from 
coming in touch with the place of danger. Nobody should even try 
to go against it and thus, take a risk. If some one dares to 
transgress the prohibition and to expose himself to the danger of 
this tabooed centre of strength, he should be aware that he is 
exposing himself to some terrific danger of which he*will not’ >the 
able to control the reactions. 


This mysterious danger can manifest himself in many forms and 


places. It is often located in some specific places where nobody 
should ever go nor try to put his feet or poke his nose i.e6é.: a 
pond, at tree, a specified area in the forest... One falls sick 


all of a sudden because he has been crossing an area or walking in 
some one where such a mysterious power has established its abode, 
he has trampled with his feet the mysterious place which was 
prohibited or tabooed. Even the cattle may bring home this danger 
when they come back from the forest, as they might have trampled 


we zone of mystery. This is the origin of the disease or of the 
injury that befalls all of a sudden. 


The dreadful place of terror may be any place in the forest 
you have slept at your risk, unknowingly or unaware You 


realize it without delay i inj 
y in the sudden i 
Se Sensequence. njury that befalls you as 


where 


The place where dead bodies have been cremated is especiall 
Y 
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a potential dangerous place. 


The sight of a corpse may al 
harmful. P y also prove 


A pregnant woman fell sick and her child was in serious 
danger because’ she had crossed or met with such a zone in the 
forest or: had unauspiciously walked through such a place. 


The danger may also manifest in the form of a snake and its 
result is a woman’s sterility. 


While sleeping in the forest, in the open, a demon may have 


sat upon your chest and brought unpleasant disorders in your 
body. 


; Women and especially pregnant women should be particularly on 
their guard about their food. They may eat Oily or spicy food 
with the result that their future child is likely to be badly 
affected. The sterile woman may be looked down upon and abused by 
the _ society on account of her impotency to secure an offspring. 
She is in fact much more feared than disregarded for this very 
reason. As she has not exhausted her strength by begetting 
several children, an uncontrollable and dreadful force remains 
latent in her body, called rag, tsarbi. This active power is 
frightening, tough and aggressive. Even if she falls sick, the 
disease will not affect her seriously; she will defeat illness. 
As a precaution, she is prohibited from attending auspicious 
functions as she is suspected of being the cause of disorders 
occurring around her. The sterile woman represents a menace for 
the society and nobody will ever see her with sympathy. Her force 
is directed towards epidemics, upsets, aches and pains. When she 
enters a home, the young child immediately starts crying. Her 
presence creates ill-luck for the others. 


The contact with a woman polluted on account of her 
menstruation is also, a dangerous event which may bring about 
illness. Untouchability rules should be observed, lest a _ sudden 
injury harms you. If a woman enters a temple, crosses a flow of 
running water or goes near water during menstruation, her 
menstruation is interrupted and she may be condemned to sterility 
for the sin committed. The expression is shivpalav lavane, 
shivpalav lagla. If she attends a meeting while in her 
menstruation, others may have sore eyes. The shade and the touch 
of such a woman, the touching and the crossing of the water she 
uses for bathing on the fourth and final day of her menstruation 
are equally polluting and noxious to every one else. The same 


unwritten rule applies to a delivering woman. 
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tf a death occurs on a 
ensue unless specific 
he evil. 


picious. 

Some days are unaus ‘ 

particular day, {ll-luck will pinion i ‘ 
precautions or measures areé taken to 


he death in a young 4é&¢ may plunge the souls of ea 
er f anger and frustration so as to lead them 
am . ward off this danger with appropriate oy ta! 
. as christening the new born baby with he en 
deceased who will carry his name and give him ac : oF ee ae 
his desires. Such malevolent beings; Pishac , haun aoe 
their mortal existence and afflict people. on a 
pay for the bad eye cast upon their ancestors. ey ha 


redeem the sins of their forefathers. 


A) : : . ‘ ° : h 
A second set of representations associates diseases wit 
jdeas of aggression, enmity, or the malignant grip of an alien 


power or simply the possession or grasp bi god. 


i Many see the origin of diseases in quarrels, insults and 
altercations between people, with the consequence that one of 
the parties “places a goblin or a fiend’, bhuta lavane, in 
the way of the other party in the form of an ailment or 
health disorder to harm and bring about injury. The 
perception at the time of the subsequent illness, is that 
one’s enemy has sent an evil spirit to trouble, harm, ruin 
and destroy all his belongings (field, children, wife, 
cattle, crops, property, house etc...) 


It may happen that rituals are practiced or supposed to be 
practiced by this enemy to that effect (such as sacrificing a 
chicken, spreading coloured powder etc.. or ashes, sprinkling 
the juice of a squeezed lime etc..) The other party may try 
to counteract these rituals by other rituals or any actual or 
symbolic demonstration of its strength. This may also be 


practiced secretly or considered t 
Oo have be 
performed. en secretly 


The main representation h i 
es . ere is the castin of 
Spirit, the throwing or the striking : indo: 


hand, muth marne, of 1i as with a blow of “the 
fie: : 4 Malignant demon, 
resorting to magic rituals, eventually by 


karani, performed by a mantrik, 
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(ia) 


& specialist who is familiar with the practices of the 
eecult. The ritual may be so powerful that the man cs 
mantrik, at the request of his client, may enter .* a 
trance so powerful that has sudden death occurs. Everybody 
may cast a bad eye against his neighbour, drshtha lavane. 


The spirit raised against may be the ghost of a deceased 


person as said previously. Ghosts move all around more than 
usual during the dark moons. One should be on his guard at 
that time and avoid the specific places of their liking. A 
sterile woman may have cast a bad eye on oneself and 
the children. A god may himself be the culprit cast by an 
enemy. The expression is here deva ghatla. The same 
expression with ghalne (to pour in, to thrust into) refers to 
the following similar belief from which it has seemingly been 


coined : in case of stomach aches, weakness, heat affecting 
especially boys and men, these troubles are supposed to © 


result from a poisonous oil or the presence of the tail of a 
lizard in the water, tea or food made by those affected. 
such food may be partaken at another’s residence who may 
serve this poisonous food with the intenticn of causing 


trouble. A sterile woman may be suspected to have served 


such poisonous food to the fecund mother’s children for them 
to be affected. 


It is also often said that a god may have committed such ill- 
G@oangs on his. own, for one reason or another known or 
acknowledged by the patient. For instance, the patient had 
not properly performed some ritual or not performed it at all 
as he should have done, the disorder comes as a revenge or a 
boomerang effect for the serious negligence : an angry god’s 
malediction, retaliation for the insult. The disease is 
god’s nad, meaning obstruction, impediment, annoyance, plague 
or infestation. Required rituals may not have been performed 
at the time of marriage, as per the god’s requirements and 
the disease comes as an inevitable follow-up of this mistake, 
expression of the god's re-probation and discontent. God had 
not been given what he was due to be presented with or what 
he wanted and expected, or he has not been revered in the 
prescribed form or at the prescribed moment; the ritual had 
been wrongly performed and being defective, brought forth 
evil consequences. The expression is devache chukane. For 
instance, the gods in the fields may not been presented with 
the yearly sacrifices they claim due to them; the idols of 
the gods tak may not been treated with coatings by the 


15 


a) 


(243 


(iv) 


time of the pilgrimage to their 


rimage 
hrine One may have even failed to attend rss ye — 
et she whole community and thus, the family an ye apse 
not have been propitiated and appeased. The gods y 


goldsmith each year at the 


been placated when the n h was cons bY ; 


crops 


1ce the year “Ss 
consequence; Death and disease are troubles 


sterile and the cattle die. 
inflicted by jrate deities. 


gence on one’s own part, god or 


the goddess may just have taken hold of some body : the 
physical disorder is just the sign of this grasp and 
possession. God or the goddess (depending upon the nature 0f 
the disease or disorder) “ascended into the body” of the one 
affected, out of his or her own will. Mari-aai is usually 
said to be roaming about and wandering especially at the time 
of epidemics. Small-pox is called goddess, devi. But the 
abolition of small-pox has not eradicated the visits of the 
devi. The expression remains a current one "the devi is on 
tour", or “the great woman mothi-bai or the small woman 
choti-bai has come into her (the possessed woman)". Rituals, 
worship, singing of religious songs or even sermons, fasts, 
collective meals etc. may be performed in the honour of the 
visiting goddess but the doctor would not be called upon to 
treat the ailment. In general, a local infection, a boil, an 
abscess due to a prick by a thorn turned septic, or a wound 
turned septic, may be immediately recognised with the words 
bai ibali, “this is the woman", or "the woman is swelling”. 
The bhagat may later on be consulted to establish which woman 
she is. In the same way, the case of young girls remaining 
unwed and of newly married girls remaining sterile is 
explained by the evil spell of female water-deities who 
reside in wells, ponds, etc. and are called mavalaya. The 
expression is also coined after the singular mavali, a 
Reapectful compilation for one's nother or an elderly MBE 

attributed to 
affecting elder women. 


yWithout any mistake or negli 


explain troubles 


Illness is also connected with sin, 
A woman's sin may explain 
defects such as 


especially among women. 
oes her physical shortcomings and 
sterility, birth of a girl or 


One has to “reap” the any sickness. 


ape pe : consequences of one’s own acts of a 
; One has to suffer the 7 
consequences of the acts 
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of one’s ancestors; their sins produce their effect in the 


present eee tion among their children. Leprosy is one main 
example of it as well as cancer. 


\v¥) Diseases start from our mind” is another perception. The 
reason is to be simply found in the mental pressures that a 
G1ifficult economic Situation and the constraints of the joint 
family system bring upon women. The torments of misery and 


constant quarrels bring about all sorts of mental and 
physical disorders. 


(vi) Another type of reason is sought in some natural reasons such 
as what one has eaten etc. Although the reasons may be 
objectively wrong, still the perception that exists is one of 
a natural connection between a cause and an effect. 


b) Sum eel 


Several sorts of strategies are resorted to get rid of the 
physical disorders, in accordance with the representations 
relating to the origin of diseases. 


eae Mee tcntific 4 ) [a 

The first step taken against the diseases consist in 
empirical treatment traditionally recommended which we could label 
as pre-scientific, in the sense that they rest upon the perception 
of the relation of a cause to an effect. Whether or not such 
remedies stand the test of a modern scientific checking, they 
still imply’a natural causative relation between the remedy and 
the removal of the disorder. 


These practices consist in eating leaves, drinking a 
decoction of leaves and plants, mixtures of spices and different 
substances, special diets of specific plants with regard to 
different substances, special diets of specific plants with regard 


to different diseases : fruits, myrobolans, honey, turmeric, 
coconuts, lime... Animal substances are also prepared by cooking 
iguanas. 


(2) Symbolic practices - 


The most general and common symbolic practices essentially 
prescribed to women are: fasting, making vows, singing. psalms, 
offering puja in honour of the sick when they are eeasidered as 
Beesessed by the god or the goddess, voluntars sy tee ne. BRO 
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as standing on one’s single foot 
ut upon one’s head. | am ready to 


ing” inks the anxious wife or mother who might even seek 
do anything” Pe about a better vow OF more effective penances 
oy Ba er ee of suggestions. These pienii  e A 
specifically meant to avert health ‘ioe ee ak 
Sie rthelese appropriate to face, tee, 71 eX° ee ity and wealth. 
generally motivated by the will to secure prosperity 


oneself physical penances such 
with possibly one’s footwear P 


3) Ritualistic practices - 
* More specific ritualistic practices designed to ward off the 


dangers of diseases can be described according to their degree a 
increasing complexity. But, whatever may be the amazing vette y 
of articles and procedures, all may be defined by their single 
objective, viz. to ward off away the bad eye, to exorcise the evil 
influence : drshtha kadne or lagne or takne . The evil influence 
is cast xway taken away or thrown out by the virtue of symbolic 


rituals. 


Various practices are known to this effect varying with the 
localities and the people. A partly empirical and partly symbolic 
practice consists in warming up an iron tool in the fire and 
applying it on the belly or the stomach to stop the pain or to put 
an end to the permanent crying of the young child, thus removing: 
the evil and burning the disease. This latter will be killed or 
will lose its strength, fade away, or the evil will run away. 


A girl ill with fever will not be medically treated, but a 
boy afflicted with the same fever will immediately be referred for 
the treatment to the local gods; the belief being that god who 
is all-knowing would cure the illness. To this effect, parents 
may place their boy in front of the bhagat. The latter after 
observing the patient reveals whether the affliction 
case of bodily iliness (which 
whether 


is just a 
rarely proves to be the case) or 
it is a result of a god’s anger, a goblin’s strike, a bad 
eye, etc. Parents may simply apply upon the boy ashes from the 
hearth as a substitute to sacred ashes of incense burnt before a 
deity, angara. They may be advised to go in the fields and spread 
water upon and break a coconut in front of the god in the fiela 


n W 


The most wide 


spread set of practices 
(substantive 


; is known as utdéra 
form) and the operation called 


utara takne or utarne 
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subside, to fail, to sink, to turn, to go.. 


(verbal form). They aim at removing and curbing the disease 
through a ritualistic performance. Utarne means to fade away, to 
decay, to deteriorate, to decline, to. stop, to. aligng; <..t0 
With reference to a 
disease, this verb is clearly used to define the aim of the 
ritual, viz. to get rid of the demon or dismiss the evil spirit 
which came to affect a particular person. The ritual usually 
consists in waving upon the body of the person afflicted a 
coconut, a fowl, rice grains and oil lamps upon which red and 
yellow powder or even oil have been smeared or spread, sprinkling 
with water and lime juice both these articles and the sick person, 
offering a fowl or a small chicken in sacrifice by slitting their 
throat in an open space. The noun utara may even be used aS a 
generic name categorizing all the articles utilized in the 
ritualistic performance or the charmed substances employed and the 
verb utdrne may refer to any type of exorcising practice. 


: Another practice consists in taking a mouthful of cake or 
millet or a small portion of the food which a child or the sick is 
eating ghdasa and then, putting oil and eventually some of the 
other articles above mentioned upon it or even making incision 
Gaon. it, .casting it_in the fire. or outside the house, ghasa 
utarne. These articles may also have been waved upon the person 
before being thrown. Goats may also be sacrificed for the purpose 
instead of chickens. 


(A) Exorcism upon children - 


In some places, the utdra is practised upon children with a 
handful of salt, pepper, pieces of dried cowdung cakes, chillies, 
capsicum futescens), nine marking nuts (bibawa, semecarpus 
anacardium) , boiled rice, mustard seeds, soil collected in a pot 
from a three-road crossing. This exorcism is practiced five times 
and the articles thrown is later, in the hearth or in water. 


In other places, a woman may add hair, a twig from the broom, 
rags from old clothes, pepper seeds etc. Another woman may use 
old sheets of paper, lemon, spikes of the milk bush (ndgi) and 
practice the exorcism with them. One may also take a ees of 
pulse (tur, cytisus cajan), attach pieces of cloth soaked with oil 
to it which are ignited and the flame is waved upon and around the 
sick child. One may prefer to perform the exorcism with a pot 
heated up in the hearth and waved upon the child before being 


placed on the ground and water being poured upon it. When the pot 


“makes jerks’, one will announce “st is the bad eye!". Another 
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other women seven stones are 


and the utara is performed 
e burning hearth. 


and placed in a 
them, they 


similar practice js known to 


collected from a three-road oronel ne pros 
with them three times before being thrown 


out 
When the stones become red, they are taken a? 
bowl; when water and turmeric powder are sp 
*“jump” or T1t?t ti 


In some places, charcoal is put in a bowl with rice, curd and 


bit of oil. The exorcism is performed with these cache pi 
women. Then a man should take them and thrown them outside e 
house. He should carefully avoid looking back on the way. When 
he returns home with the same strict precautions, a wonan SESeaa 

water on the threshold and with a broom sweeps the space in front 
of the door before giving the man a pot of water to wash his 


feet. 


One may even perform the exorcism only with cowdung or 
charcoal or only attach @ fruit of isabamda to the cradle of the 
baby. A woman may also attach small bags filled with ashes to the 
cradle. Another woman will prefer to practice the exorcism with 
alum; another with black pulse (udid) ; another is easily afraid 
when her child cries : “we feel guilty for not having being to 
able to take care of the baby that God gave us“. If the child 
has fits, his mother may prepare a candle with flour, apply three 
chillies to the lamp together with haladi kumku (turmeric and red 
powder) and practice three utara with the flour-lamp. 


(5) Exorcism upon animals - | 

¢ For an animal, one takes a stick of karavat (ficus 
oppositifolia), dips it in oil and waves it upon the animal before 
throwing it in the hearth. One may also take the round stone used 
in the kitchen for crushing vegetables (varavamta) attach to ita 
black thread or wind up around it a black rope to which one fixes 
cowries (kavadi) or bibawa. Then the stone is carried to the 
house of the drshtawala (wizard). The woman carrying the 
should be on her’ guard all the way; she should 


anybody, avoid looking back or turning back, 
stone etc.. 


stone 
not talk wien 


“s : never put down the 
e drshtawala will hold the article within the fumes 


or incense and the woman will then carry back home the stone in 
the same precautionary way as 


was done earlier.. + 
stone to the neck of he antaat. and attach the 


To ward off the bad eye falling upon animals a 


3 woma 
give them to eat such articles as shells of €sgs or crabs eam 


) bits of 
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a creeper (cocculus cordigolius), a species of moonseed, gulavel 
(menispernum glabrum). In other places, a woman will burn stems 
of pulses (ilixr) with their branches, or a tuft of hair, or a shell 
of crab, and make animals to inhale their fumes from a plate. To 
an animal affected by excessive heat, a house-wife will give to 
drink ambil ( a sort of flummery diluted preparation of a millet 
(macna) flour soured with butter-milk). She may smear an egg or 
turmeric powder with salt on the breaks of the skin of an animal 
or aman (only) may make the animal swallow an egg. To an animal 
affected by marasmus or tabes, a woman will give to drink a 
concoction prepared with the head of an iguana, boiled in water. 
When animals fall sick, possibly because they have eaten in the 
grazing land the saliva of snakes, a woman will go to the river- 
side and collect the rubbish carried away by the flow (sticks, 
leaves, herbs etc.) and with shells of eggs, hair and skull of 
crabs as already reported, put it in a plate, burn it and make the 
animals inhale the smoke. The expression for this procedure is in 


Marathi dhuri dene. 


(6) Trial exorcism 

The bad eye may strike on anything : a stone, a mirror, the 
arm-rings, the building under construction, the idol of the god in 
the temple, etc.. In such circumstances, one may understand or 
fear that the evil eye does not yield nor loosen his grip easily. 
A type Of utara will try to ascertain its expulsion. A woman 
first fills up a pot with water and collects fresh cowdung in 
small cups. She then mixes the cowdung with water. Then after 
placing live charcoal on the cowdung, she practices the exorcism 
five times upon the child holding the cups. The small cups are 
then placed upside down in a big plate to which they naturally get 
firmly stuck. When the bad eye or the spirit (bhuta) has loosened 
one’s grip, the contact of the cups with the plate becomes loose 
and the cups are set free. It is then, concluded that the spirit 


has disappeared and the cups are removed. 


If the child still does not stop crying, one may suspect the 


spell of an evil foot, payrava and resort to an exorcism with 


branches of tur. set on fire and waved upon the child. While 


holding the stick, branches are kept ablaze over a plate 
previously filled with water so that the sparks fall in it. When, 
as a result of it, the water becomes red, this signals the exit of 
f the spirit loosening his grip 


the bad eye. The same assurance oO 
a rag attached to a thread and 


is obtained through another utara 


dipped in cooking oil is set ablaze and waved upon the child 


7B 


spirit has departed. 


| ing, the 
In other places; when the child does not ice pe ae 
d eye with a mix 
orcises against the ba ; ts a cu 
tee a water placed on 4 plate in which shee en . 
W 
arise with live charcoal ; she then spits on it ee ji the hiaak 
kicked off. With the ashes of the charcoal, sne 


lines on the cheeks of the child. 


The practice known as paradi consists ip making a ——— 
basket of bamboo or simply preparing an offering of eee . ' 
oil, coloured powder, coconut or even goat-flesh aie and et ering 
it to the goddess, eventually at a specific place the river, by 


immersing it. 


ae As the last resort, when the previous procedures prove of no 
avail, one has just to put one’s confidence in god and expect 
blessings of recovery. The reason of the sickness may then be the 
attack of an evil spirit who is defying god himself and afflicting 
people. In such a case, the patient will resort to an 
intermediary, a bhagat, a religious man with particular powers, 
who will be consulted and himself. practice the appropriate rites 
or prescribe the adequate rituals to be performed at home by the 
patient's relatives in order to operate the deliverance from the 
harms caused by the evil spirit. The bhagat, holy man or magic 
man will act as a source of power, this power being mobilised by 
the virtue of the rituals he will perform, i.e. throwing of ashes, 


entering in trance, uttering formulas, manipulating articles such 
as rice, grains etc. ‘ 


c) The gender dimension at the base of the social relations of 


health : 


These representations, strategies and practices do not stand 
by themselves in a social vacuum. The representations are shared 
by members of a given society and form a set of related affects 
apperceptions, concepts, non-human entities, incorporeal foreaa 


All these factors are congruent with 


: | up a meaningful symbolic system of 
: : : 1oreover in accordance with these representations 
ealing practices establish a corresponding system of 


relations assigning differential roles to 


norms, values, images etc. 
one another as to build 
communication. 


social 
specified social 
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entities. They act as operators of a differentiated system of 
social relations as much as the assigner of specified works to 
members of the domestic unit of agricultural production, by 
operating a gender division of labour that establishes a specific 
system of social relations of production. The analysis of the 
role assigned to women in the traditional practices regarding 
diseases and healing treatments leads in the same way to take a 
Special notice of the gender differentiation brought about by the 
tasks assigned to women in this respect and to highlight specific 
aspects of the social relations of health. 


We shall not attempt here, to give any psycho-cultural 
interpretation of the set of traditional representations regarding 
diseases and healing practices as this would oblige us to resort 
to psychological or psycho-analytical idioms which are alien to 
the language of the female HAs involved in this scheme. This 
would therefore, lead us to abandon the methodological framework 
and the social science practical objectives of this investigation. 


For metnodological reasons, we therefore, leave aside any 
psychotherapeutic considerations. We also leave aside the 
question of those empirical but pre-scientific medical, 


traditional treatments, often practiced by the same HAs at home on 
their own and whose relevance is perceived in terms of some 
biological causation. We shall only give an account of the 
perceptions of the groups of female HAs regarding the psycho- 
sociological dimensions and the patterns of social relations of 
health implied in those symbolic systems herein described. This 
question directly relates to our concern with the social dynamics 
operating through the idioms of these systems of social 
communication. The determined apprehension of HAs in this regard 
is that these dynamics operate on the basis of a wide spread 
gender differentiation which gives women a crucial role in these 
traditional health practices. Let us give an account of the 
specifics of this role as perceived by groups of HAs. 


(1) Perceptions and ¢ xpectations 


When somebody falls seriously sick at home may it be a child, 
an adult or an animal, the first one to be worried is the 
housewife - dhanin, the mistress of the house. She is expected to 
be the one who has to care for the welfare of the members of the 
domestic unit and she perceives herself as having to intervene 
immediately with some remedial practice that she knows. The duty 


and responsibility of attending to the sick is her specific 


concern and task. This is one of the works which define her 
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f the house — seva. The expectation is such 
bean call her names and brand her as 


ignorant’ or “mad” if she does not show a clear 


It is first of all, 
pee te Sag ae SN symbolices | 
strategies and procedures meant to remedy and ee we 
disorders. Women aré considered aS the ie onal tiountee 
operators of these healing practices ee Fe matter A 
saul teed weeial division of aymbyric labour age 


man will tell her : “It ig your work”. 


function of servi 
that neighbours will 


“irresponsible, 


awa 
{necumbent upon 


strongly afraid of the elders of the 


"A woman is moreover 
sister-in-law are sick and she 


house. If her brother-in-law or 
does not show the required concern expected from her, her in-laws 
will reprimand her thus - “Why have we then brought you here? If 


you don’t attend to us, who do you think may ever take care of you 
when you fall sick?" A tremendous fear of being left unattended 
in time of need motivates her to remember her duties. “If we 
don’t do this, we wonder how we shall be able to carry on the day 
when they throw us out. We will then find ourselves deprived of 
any support”. 


“The awareness of this specific duty recalls to a woman's 
mind, the warnings given to her by her father and mother : “If you 
behave correctly, they will- not throw you out. We should not 
expect one of us to cast discredit upon our own family. The wood 
of the hearth must be consumed in the domestic hearth. You must 
stay till the last day in the house where we have sold you out. 
You are dead for us since that day when we handed you over". 


The mental stress and deep anxiety which arise in the women’s 
minds when some body falls sick, especially a male onild, or the 
husband, is commensurate to and Originates in, the state of utter 
dependency which characterizes the status of the daughter-in-law 
and a woman in general. The two following Sayings expound this 
Saco of dependency. "With a husband, dhani, there is a home 
(litt. duniva, a world or a place in which she belongs) ; 
otherwise, the four directions are wide open” viz. sh fi de 
herself forsaken in a sort of no man’s land with we ras : . h ‘ 
Seite eee a lack of a sense of belonging. hiothes sap 

es e wife of | 
husband and male Sixt or epee: He 5 wile aaa 
only sure foundation upon whom she may ea: a 
materially and socially decent life, the disease Seaeeern ; 

em 
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naturally nurtures feelings of distress in her mind Her 
dedicated attendance of the sick responds to her intense Bish of 
welfare for her protectors, her sole supports in life Those 
values and norms prescribed to women are internalised by Sn as 
their ascribed duty with regard to the health services immediately 
and specifically. These should be correlated to their socio- 
economic status of complete dependency upon the male members of 
the house and indirectly too upon the prosperity of the domestic 
unit as we can see from her role when animals fall sick. “As a 
woman is given no respect i.e.- man, in the society, she convinces 
herself that she will obtain honour and moral status through 
practicing the health rituals required to secure the welfare of 


her relatives”. On the contrary, if a housewife falls sick, her 
husband generally does not attend to her and he will not take upon 
himself the domestic chores assigned to his wife. She is 


convinced that she has still to get up and prepare and serve food 
to children and husband, as usual - unless her husband actually 


proves comprehensive and prepares the food himself. "But, as soon 
as some one falls sick in the house, she is the one who has to 
find out the adequate remedial practice. If she does not 


undertake this, she is abused and branded as being not samsarik 
(dedicated to her samsara, viz. the welfare of her family). 
People say that she carries her heart in her back, (meaning that 
she has no love for her family) is she still a woman? “The service 
of all through attendance of the sick is for women, the sure means 
of social credit and recognition. 


The gender differentiation ascribing in the attendance of the 
sick, appears clearly again when we observe that men may go and 
fetch medicines from the veterinary doctor, from the vaidyva, or 
from the modern doctors. But it is incumbent upon women to 
administer these medicines to human beings or to animals as per 
the prescription and the orders of men - husband, doctor, bhagat, 


drshtiwala etc. 


(2) The socio-cultural structural components of the system of 
utara - . ; 

To understand synthetically, the internal necessity which 
commands these practices and representations and the nature of the 
social relations involved, let us analytically spot out the main 
structural components of the systemic set of the utara practices. 


The following diagram may help us visualise their internal 


connection - 
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c causality : Non-ritualistic 
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unknown power, potent will, ‘ : 
Transmission god “with four eyes’, force : inaccessible 
of : perceived as alien and striking : knowledge. 
i unexpectedly. ; 
en a pa 
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: aggression: NAD The : Knowledge. 
circulation cognitive 3 
; mediations: : External 
among H BHUTA : ae 
: | DEVRSI : prescription 
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causality - : NEIGHBOUR : 
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rea , practices: : 
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pre-scientific WOMEN’S TASKS : 


TOTS Re eminem een = DYOCEIULES . 
procedures. : Empirical level: 


Health hardship affecting 
children, husband, animals etc. 
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26 


Firstly, the two components which stand at the extreme 
opposites appear clearly and are as follows - 


i. Health hardship : 
this is the immediate level of a serious physical disorder 


sapien aS an unexpected and unwanted blow possibly 
spelling ruin for women. : 


ii. External power : 


the physical disorder is perceived as the effect of an 
aggression made by some unknown and external, uncontrollable 


will, a divine power “with four eyes”, a mischievous. enemy, 
an invisible force etc. 


| As a consequence of this structure which directly relates the 
experienced health hardship to the swaying motion of an invisible 
entity, no effort is made to empirically explore the course of the 
natural events which might have caused the health mishap. This 
basic relational-cognitive structure sets up the framework within 
which the other relations will by necessity arise and find their 
place. Let us name it the transcendental relation and define it 
as the belief in a stroke delivered from outside, an aggression 
made by a powerful entity, a mischievous deed intended by an evil 
spirit, a forceful blow. 


The second significant set of relations emerges as an answer 
to the challenge raised by the sudden onslaught of a powerful 
unknown entity upon the sick i.e., the method to be used to know 
the type or the nature of the forces involved in the ill-health 
process. At the level of the cognitive mediation, several 
mediators meet the need of knowing the reason of the disease and 
the ways to countervail the danger. This knowledge is imparted by: 


* the neighbours who reveal, announce or confirm the common 
guess of the female relatives about the likely aggression of 
a bad eye. 


- the mantrik who know the mysterious mantras appropriate to 


expel the evil spirit. : 
s: the drshtiwala who will prescribe the proper and effective 


rituals against the bad eye. 
“ the bhagat who will reveal the maligning effects of a spell, 


the aggression of a bhuta or other evil forces and prescribe 


the preventive ritual. 


The knowledge relation prevailing between the indispensable 
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the female relatives, 
d revelation j.e. 
operators of ae ae ie ahi seleelial 
Oo 


caretakers states dependency of women upon 


progressively increasing 
usually, the male mediators. 


an evil foot, Payarava 
bound to be due to an evil wy ae the . Sete ek 
toot tela . eee S hlak strikes from outside all of 

8 ’ 

a anor fenale neighbours and well-wishers or ss 
do mediate between the sick persons $s appen an Gy 
systems of representations and beliefs of the society “or 
These initial explanations trace the disease back to the evil wi 
of a human entity. This entity remains unknown, hidden or unseen, 
but can be denounced and circumscribed. The revelation may not 
directly catch the responsible entity which remains permanently 
out of reach. Although jdentified by a mediator, it cannot be 
brought to book nor captured. The striking entity stays and lurks 
in the dark as a_ transcendent force and its strikes remain 
unpredictable. The evil cannot be grasped nor destroyed. But it 
can be deterred through appropriate defence rituals meant to curb 
its influence, to throw it away and expel it. | 


If the initial countervailing procedures commonly known to 
all do not succeed, one would resort to a higher mediator as is 
usually the case, viz. to god.- dev, bhagat, devrsi. One bows 
deeply down to his feet and implores : "Give life to. my child. -a 
am surrendering to you. You have four eyes, I am ready to make 
any vow". "Will you do what I shall ask of you?" asks the male 
bhagat. "Yes. I shall perform whatever you will tell me in order 
to cure my child”. The following performances may . be prescribed 
by the bhagat : "On full moon, walk from your house to the temple 
covering the entire distance by fully prostrating on the ground 
(lotamgan)... Take an earthen water jar, put fire inside and on 
full moon and no-moon nights, walk for the prescribed frequency 
the distance between your house and the temple with the ier placed 
on your head. Then, your child will recover". The frightened 
woman will present the bhagat with a dress, a blouse and a sari 
for the codaeea: an oil lamp, sticks of frankincense, camphor, red 
powder etc. and asks the bhagat : “Will my boy recover? He Wn 
not fall sick again?" “No. He will be cured forever. Be sure! If 


he were to relapse, I w . bhagat 
¢ P ould rather stop my w 
child(balak), be fully assured", ihe rs 


says t 
his afflicted female consultant. . ne male ee oendi ne oo 
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The bhasat may reveal the reasons of the health disorders as 
follows :- “Some brother or relative from your own house has spelt 
a bad omen, karani and a lemon has been buried on the threshold of 
your house. A_ goat should be sacrificed to remove the bad blow. 
The goddess - devi, the mother - mawli, is angry; she will be 
appeased by the offering of a pardi (viz. inviting married ladies 
whose husbands are alive for meals and offering a lamb or chicken 
in sacrifice). A religious performance had not been performed 
correctly, pollution norms (relating to menses) had been 
transgressed; the god is therefore, displeased for being neglected 


and he takes his revenge, nad. One ought to feel guilty and pay 
for the negligence” 


The bhagat’s expert consultations are perceived by women as 
providing a strong feeling of support and confidence. "He will 
definitely do something”. The doctor does not offer the same 
assurance because the doctor inquires, investigates, asks for 
information; the bhagat does not require anything to decide with 
authority and with reference to a transcendent knowledge. He is 
god - dev, a holy sage - devrsi. 


When a visit to the bhagat appears necessary, the husband 


usually sends his wife : “You go and consult him. What could lI 
say to the bhagat? I shall make the necessary arrangement for 
expenditures”. On the contrary, when a visit to a modern doctor 


appears necessary, the same husband will go and fetch the doctor. 

When this latter arrives and makes his inquiry about the patient, 

it is the housewife who usually will answer and give all relevant 
information ‘as she is the only one who can supply all details. 
The doctor will austultaté and tell the housewife : ‘Give the 
patient to.drink this..., do this”. The attendance of the sick is 
a female work. “If you were attending the sick like me" 
questions the housewife, “what would be wrong in this? - No. I 
don’t know. It would not do. Give the child something to drink”. 
"He would not accept anything from my hand”, replies the husband. 
If a housewife is absent from the house, shakes female HAs, and 
the sick child cries, the husband will go and call the lady next 
door, requesting her to come and attend to the child. He would 
not make an attempt to take of the child himself. If the child 
goes on crying, the female neighbour will advise the child's 
father to order his wife when she comes back home, to take the 
ae ae wheeniid or to practice the specified ritual as she 


thinks proper in the giver circumstances. 
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(3) Gend 


Whether we consider the 


he 
ritualistic-symbolic field or ae ah 
modern medicine by the impr erEe : St Lone nealth are clearly 
the socia 
of therapeutic devices, 


roles are confined to - 


relations established jin the 
non-ritualistic field of 
and the prescription 


- listening and being taught, 
: ici dance 
- servicing and material atten . 
- performing the ritualistic counter-procedures meant to ward 


off the aggression against the family prosperity, 
- administering modern medicines to the sick at home. 


Dependency and instrumentality seem to be the main 
characteristics of the women’s status in the system of the social 
relations of health. 


Conversely men’s role in both modern and traditional 
therapies are as follows - | 


- teaching and revealing the secret reasons of diseases, with 
an unparalleled authority, 

- prescribing the remedial measures out of a knowledge of their 
own, 

- ordering and managing, 

- paying and controlling. 


Decisive psycho-sociological components underlie these 
structural relations and explain their maintenance. At the base 
of the system of utara is the woman’s anguish and frightening 
perception of a possible disappearance of the 
whole social and material existence. 
direct answer to her quest for security. 


cognitive mediator is recognised as having full authority because 
he magisterially deals with hidden causes and prescribes remedies 
in accordance with the established 
communication and is credited 
transcendental knowledge. 


supports of her 
The utara practices are a 
As a consequence, each 


symbolic systems of social 
with the capacity of imparting 


A modern doctor despi 

: 7 : pite the prestige of 
his inaccessible knowledge, does not boast of the li : 
the bhagat who reveals zs 


“god with four eyes’. 
crucial 


as does 
vhi s his capacity as a 
a is makes the bhagat’s position absolutely 
erapeutic system. This saves women from their 


mysterious reasons in 
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women secure the assurance that finally, they can fully rely on 
god, the ultimate antidote to their basic insecurity feeling. The 


bhagat is perceived as their solid support - Adhdra and they put 
their entire confidence in him. 


From this point of view, the countervailing practices 
performed by women with a sense of duty and social honour may be 
construed as actually aiming at liberating women from their 
obsessive anguish of social non-entity and abandonment. This is 
the reason for the women’s multiplicity, repetition, 
complexification and the tenacity of the compulsion to perform. 


“The harsher the better", the women think with regard to self- 
inflicted penances. 


Another significant component is the power position enjoyed 
by men in a system of exorcism which makes capital of the general 
attitudes of female reliance on men. This keeps the exorcism 
system functioning once it has been fed with women’s anguish. The 
mysterious position of this aggressive force which precludes all 
verification and makes it an @bject of belief seals the validity 
of this power. 


The ritualistic field of symbolic causality is the central 
referential system of meaning with regard to health practices. 
Before and while resorting to it for minor ailments and as long as 
the health disorder does not raise a serious concern, women also, 


make use of medicinal plants and other home remedies whose 


validity in their eyes, is founded upon an empirical and 
verifiable causality. But this ‘traditional knowledge proves 
insufficient and of a_ lesser relevance when serious disorders 
occur. The set of symbolic representations provides reasons and 
remedies which offer more gratifying responses to the challenges 
of ill-health. The same holds good in the case of modern medicine 
and doctors. The scientific type of relation which these latter 
entertain with their patients is no answer to the psycho-social 
plight of women, who of course, resort to their services and 
administer their modern medicines too. But, the bhagat/god will 
finally be credited with the improvement and recovery. The 
benefits of modern medicine will contribute to validate the system 
of symbolic causality because this system provides a more 
set of structural relations, meanings and social 


comprehensive 
ely bio-chemical treatment bought from a 


gratifications that a pur 
dispensary does not grant. 


cpl 


(4) smadjiuston 1 neiorite to-xonen in BOALAB SESS! OT athens 


ives an almost exclusive priority to female 
eater #tusy os their actual practice from the 
HAs. These latter differentiate peo oe payee 
symbolic ones in terms palagamragen amg per onnseoa 
: eee SE Be ettua lists treatment. Considering the 
By cosition of women in the traditional-ritualistic Bernas 
renewed experience ~ 
am one can understand that a gman Bis ne 
health and cure based on a feeling of self-re eh Wet nd 
of scientific experimental control on the part of wome ; el 
instrumental to help these latter discard the system o pie 
sociological dependency in which they are caught up and as far as 
health is concerned, rely upon their thinking power to get to 
grip realistically and effectively with collective challenges 


facing them. 


Women should not be frustrated from the pivotal position that 
they enjoy in the traditional social relations of health)’ aa the 
name of modern and scientific medicine, they should not be simply 
redirected to rely on the modern doctors by discarding their 
obsessive confidence on holy men and bhagat just to bow with 
reverence in a no less blind and passive attitude, in front of the 
new mediators of a reserved knowledge scrupulously kept out of 
reach of the common folk, particularly of “ignorant” women. A 
modern credulity is no liberating substitute to a traditional one, 
as it only contributes to strengthen again the same women’s 
dependency upon male mediators. The difference here is that the 
one and the same traditional male domination suggest henceforward 


as argument, the inaccessibility of a complex body of knowledge 
instead of the mystery of unseen forces. 


The anthropological issue of 


primary health care is 
essentially a gender issue. 


The acquisition by rural women of a 
basic and appropriate modern clinical knowledge about body, health 
and treatment of common illnesses appears as one of the first most 
adequate ways for them to do away with some of the grounds upon 
which rests the traditional System of health relations. By 


getting off the subjugating confinement in the symbolic sphere by 
assuming a leading role in the domain of modern 


which they have a particular affinity, women 
discard their obsessional feeling of anxious 
a skill of their own and nurture the convictio 
to counteract several of those health hardship 


health care for 
would progressively 
helplessness, master 
n of their ability 
S which traumatize 
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ees In the sphere of their reproductive role, this capacity to 
exercise some control upon an important aspect of the material 
existence 


: of the whole community, despite its limitations, cannot 
but contribute to upset a widely prevailing patriarchal relation 
of knowledge and secure for women, a social recognition based 


on 
their actual developmental efficiency. 


Knowledge and practice of 
modern primary health care provide rural women with a far reaching 


role of unchallenged preponderance and consequently give them a 


chance of getting rid of their subaltern and instrumental social 
position. 


Let us therefore, suggest that the gender parameter to be one 
of the main sociological criteria of evaluation of any primary 
health care scheme. 
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PART IL 


IDENTITY AND ROLE 


This part deals with several aspects of the launching of the 
scheme of health animators (HAs). The scheme is meant first of 
all, to generate and Spread a collective consciousness about 
health in the population at large. As a result, the question 
about the launching of the programme becomes one of understanding 
how those actively involved in it have understood the aim of the 
scheme and have developed an appropriate consciousness of their 
identity and their role as HAs. The emergence of such a renewed 
self-consciousness could not but be a. slow process for many 
reasons which we are to analyse. We shall try to depict the main 
characteristics of the social and cultural dynamics through which 
this renewed health consciousness emerged and asserted itself as a 
result of the renewed social practices of the HAs with regard to 


health. A mature consciousness will be directly seen in the type 
of collective health actions undertaken at a later stage, But the 
most decisive step consists in generating a new approach. The 


process of emergence as such, i.e. the cultural labour’ through 
which a social consciousness renovates itself involves . dynamics 
Which have their own specificity. This part II deals with these 
initial specific dynamics. 


We shall be dealing, therefore, with such themes as_ the 
emergence of new ideas about health work, the role and the 
necessity of outsiders to generate a new process, the questions of 
selection of the health workers and of their difficulties, the 
development of one’s own identity against the background of the 
perceptions commonly shared by the populatjon at large and the 
natural testing or probing in the course of time to be observed in 
the dropping out of those who cannot fit into the scheme or do not 


want to. 
A. THE EMERGENCE OF A NEW IDEA - 


The idea of any health activity, let alone the desire of any 
health scheme being undertaken by the population itself, was 
absent among the people involved in the V.C.D.A. programme, either 
as health animators or a5 beneficiaries. The idea did not at 
all come from within and would have perhaps never emerged on its 
own. The first point of study is, therefore, the emergence of the 


idea of some initiative at the level of health, right at the 
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jdea was sown, how jt was sown, 


j il the 
lage d, how it could take roots. 


beginning i.e. 1 
how it was understood and welcome 


Three aspects can be distinguished ae 
a the floating of the new jdea who pase 
| ; erstoo 
the content of the idea: what was un 
c. the motivation and interest why. did they like this idea? 


o 


he perceptions of the health animators, 
the same in 1983 or in 1986 as it was 
brought in from outside. The 


subsequent perceptions are likely to alter the memory that those— 
directly involved in the scheme have kept of their first steps. 

As a matter of fact, these alterations have the great advantage of 
submitting the remaining memories to a critical insight : the 
contrast between the perceptions developed during three years of 
involvement and the jnitial understanding which leads to a better 
evaluation and definition of what happened at the beginning. 

Moreover, the perceptions of those who volunteered in course of 
time, are likely to be influenced by the experience of the former 
volunteers. The differences to be observed, if any, between these 
several stages of perceptions, will offer matter to comparisons 
and may prove useful to measure the relation existing between a 
given level of personal motivations and the process of people’s 
organisation of which the health activity is a part. | , 


It is obvious that t 
in this respect, are no more 
jin 1980, when the idea was 


a) The floating of the new idea - 

It is clear that none of the present health animators had any 
idea of what health might mean or had any spontaneous intention of 
undertaking anything in this respect. After several ‘months of 
health training and health practice, they are absolutely unanimous 
to acknowledge their complete ignorance in this area, at that 
time. There was then, no perception nor any consciousness about 
such health work. This perception should exist only as a result 
of their further experience. As a consequence, it is clear that 
they bites not motivated at the beginning to undertake health 
activities as such. How then were they ready to volunteer for 


health tasks? What are th 
volunteer? e expectations that prompted them to 


For those in the area of Pa 
nshet (Velhe taluka 
organisation had first taken shape, it is ecco pees ais 
oca 


meetings of the organisation "G 
: arib 
ee Stee Hae brouche ae Dongari Sanghatana (GDS)" that 
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"It is because we had built up 
got this idea, three years ago... We 
people, when we came together at the 
liked to come together and hold 
suggested within the meetings... 
15 of us assembled together. 


our organisation that we have 
got the suggestion from the 
time of meetings... We first 

meetings andthe idea was 
We liked these ideas when 10 or 


The animators of V.C.D.A. in their role as external social 
agents, had spread the idea among the groups of the organisation 
GDS. The idea, absolutely new to all of them was suggested during 
non-formal meetings. This appeared associated with the organising 
process because it was circulated by the leading members of the 
local groups of the organisation. 


In the other areas of Rihe and Paud, the beginning is not 
remembered as an element of the associative process. The external 
animators spotted out a few potential health animators, men and 
women and put forward the proposal of taking up this task. This 
latter was perceived as a task similar to the nursery schools 
undertaken by an external agency. 


How could the idea be welcomed and how could the volunteers 
immediately react with a positive response to the proposals? The 
jdea which was circulated immediately led to action on account of 
the trust that had previously been established between the main 
animators who were floating the idea among the local groups of the 
organisation GDS and the population among whom the scheme was 
launched. This basic trust was not even the only one reason + & 
gort of authority was recognised by them and those acting upon 
their inspiration and suggestion. This authority and confidence 
was also the main determinant when the health workers were 
selected directly by the main animators in Rihe and Paud areas. 
The task might have been any other task : the response came a5 a 
result of the personal acquaintance and trust existing between the 
external agents and the given population which had already 
welcomed the activities of social animation undertaken by them. 
This authority was not of the “feudal” type, viz., the authority 
of a local leader traditionally invested with a power of 
domination and a status of pre-eminence; nor was it the official 
authority of a Government officer. The idea was spread by common 
men, from within the lower social sections in the GDS, deprived of 
any official authority and status within the established patierns 


of relations hip. 


As a conclusion, let us stress the following determinant 
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sections were bold enough 


1 
factors - People from the lower —. °C aa ee nonsa nee 
lcoome an 
to undertake 4 task and we 


it could be. 

dea about what 

although they had absolutely no clear i of tae chat <a 

This was possible on account of the ™ . chaiead 6enen cag 

organisation GDS had acquired and the trus mesh Scions. Ai 

external social agents who —- os ee which were already 

i isational pr 

without the on-going organ h a prompt response 

her valleys, suc 
sible or on the making in ot 4 
bese eh have been given. ‘Some intermediaries, a were 
‘ 4 a , 

GDS were necessary to float, the idea we ot prise new 

health level. An external agent was pees eee wai 
of hea pr : 

idea, despite the objective urgency 

latter point will be dealt with later on why should sehed be an 

external agent acting as an intermediary, to float sucn a new 


idea? 
b) The content of the new task as understood at the start - 


The awareness of the urgency of health issues not being the 
determinant perception for accepting the idea of getting involved 
in a health task, what then was the content of the task which was 
welcomed? This question will elicit a clear answer when we 
contrast the present perception that the health animators project 
of their task, with the expectations and images which they 
associated with it at the beginning. 


At the start, six factors defined their representations of 
the task : 


(1) This work will prove a financial support, as there is the 
possibility of some honorarium at a certain stage. The money 
offered was a very strong determinant. 


(2) The second determinant was an idea of some sort 


of ‘employment ~ in the form of a supplementary occupation’. 


This was the case mainly with the ladies who were already 
running a balvadi, on their own. 


(3) “To become a Doctor!" was the widely 


Shared represe j 
and expectation. The initial . ale 


training was labelled b 
trainees and people around them as a ie 


“Doctor course" (these 
‘NOFSS “being the direct marathi expression commonly used) To 
distribute medicines and Pills, to give injections ns to 


become a "dai" > this was the 


most sub 
directly related to health tasks. stantial content 
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(4) Some had really no idea, no knowledge of what could be the 
task that they welcomed. 


(5) There was a strong apprehension, specially among those ladies 
who are illiterate : "Shall we be able to understand and do 
the work? We have no knowledge about medicines..." 


(6) Some ladies who were daring pushed the rest among them : “Let 
us go and see and try... We shall get some information and 
knowledge, this will be useful for us, we shall draw at least 
some personal profit from it, learn something and possibly 


improve our situation at home". Some liking was also 
present. 
After three years of experience, the four main 


representations about the task at present are as follows (August 
1983) 


(1) “We got information about health. Now we understand. | i re | 
possible to learn about health, medicines..." 


(ii) “The knowledge received should definitely, reach the people, 
the poor, everybody. This knowledge is for the good of all, 
for others’ utility and benefit. We have to deliver this 
information to all the people and make certain that our 
information is actually reaching them and making them more 
clever. This is not for our own advantage, but in the 
people’s interest”. 


(iii)"We can do something. Medicines have a lot. .of utility 
thanks to them, there has been some changes in the people’s 
condition. Let us do something! We have acquired strength 
and daring to act. We have learned one lesson viz. how to 
achieve something”. 


(iv) "We came together, we do not stay alone any more. 
Individually, nothing can be done. Coming together, we can 
find solutions. We should organise, fight for our rights. 
Women came out of their homes. We can now think of the next 


step to go ahead...” 


Three main shifts have occurred in the perceptions which are- 
From static notions of social status and prestige position 
associated with the health profession and the expectation of an 


employment, the perceptions evolved towards activist attitudes. 
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d was conceived in terms of 


* d an 
h became action oriente oe altered inte = 


The approac The systemic outlook 


actual achievement. 
dynamic attitude. 
terms of ignorance, fear and 
= fidence 
a shift towards self-con : 
viority feelings, there was 
4 and boldness. The acquisition of a knowledge without 


too many difficulties enhances the self-image and the ane 
effective capability. Inhibition gave way to se 


From self-perceptions in 


one’s own 
assertion. 


From an individualistic outlook and ideas of private profit, 


there was a shift towards a social and collective understanding. 


c) From initial interests towards motivated commitment - 


The interest in the task was evoked at the start by the hope 
of a small honorarium (which was stopped later on), by the wish to 
be a “doctor”, by the desire to escape the deceptive practices of 
the private doctors and above all by the pleasure of getting an 
information for which the liking went growing “when we realised 
that we could understand it". If some of them had no specific 
liking for this subject, the knowledge received about diseases, 
the simple fact of learning something new and of delivering a few 
pills, raised and developed the interest. 


In August 1983, four main motivations seem clearly 
perceived: 


“Let us give information to the people, 
Let us sit together and educate people, 
Let us organise the people, 

Let us be self-reliant" 


The motivations of those who joined later on are learned from 
the first batch of HAs. In August 1984, the following answers are 
Siven by a group of 8 newcomers, all illiterate women (who 
had only attended school for two years), to the question about 
their reasons to welcome this health responsibility: 


To get new useful and interesting knowledge; 


7 Because we have seen th 
€ g00d results of 
Circulated by the first batch of HAs “ae 


- If we fall sick, we can be self-reliant: 


z We shall get some 
profit 
illness; and advantage 
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from it in case of. 


We have no money to buy medicines from the doctors, but we 
can at least take care of ourselves; 

Pills are available nearby from the HA, and they are not at 
all expensive. We can even get them at credit and pay 
whenever we can afford it. We need not go to the doctors who 
charge us exorbitantly and do not treat us unless we first 
pay them. 


If we learn, we shall be able to impart this knowledge to our 
children and they will profit Dy 14. 


One of the question that arises is that the “interest” may 
not be a sufficient motivator, especially when counter pressure is 
exercised against them. The answer to this query is that: "We 
have been selected by a Sroup of people during a meeting, and 
deputed. Thus, we have the total support of the people”. 


As .a matter of fact, external support may itself be 
insufficient; especially in the case of women. The newcomers are 
all women and a strong internal conviction reinforced by the 
experiences of the first batch of HAs, may be required to face the 


public opinion : “We have seen the first ones. They engaged 
themselves in this work. They had not eloped or were not taken 
away by men... It is not so dangerous ! Let us go and see what 


Will happen! We are in close contact with those first HAs, in the 
nearby hamlets. We do that for the service of the people”. 


The evolution of the Paud group’ shows’ some significant 
logistics and dynamics of interests and motivations. The initial 
group of 1981-83 was virtually defunct at the end of 1984. The 
regular monthly training meetings were discontinued as only 3 to 4 
women were occasionally attending them. Still the meetings of the 
women s organisation were always regularly held and the initial 
experience of health animation could not be forgotten. After June 
1986, three women HAs of the initial group and permanent active 
members of the women’s organisation tried to form a new group of 
HAS once again. Between June 1986 and April 1987, 7 new 
volunteers had joined the three remaining from the group of 1983. 
As a preliminary step towards group. building, the women 
unanimously decided the frequency of their training meetings. Of 
the group of 3, one local animator, on the basis of her previous 
knowledge and with the support of booklets and posters shared her 
basic preventive knowledge. Half a dozen joined the training and 
attended 5 to 10 meetings before dropping out, giving up their 
efforts at this preparatory stage. 
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to undertake 
The motivations which prompted the ae spb ah 
health activities pased on the experience of the ee 
iat related to the immediate advantages t : oman euunieers 
| for women. 
ople and especially - interests 
ee 9.2007 sais) give the following reasons of Cheat 


in health work 


ic preventive 
i dicines and a bas 

Cheap and effective me ot eae 
knowledge (e.é.- oral rehydration) result in a aber ere 

ney (no need to spen 

common diseases and in saving mo 
medicines and injections, no more fees to eer od degise 
transport charges to reach the dispensary or 4 hospital, etc.). 


“People will become clever if we inform them” and escape the 
deceptive practices of health professionals. 


“We were only confined to working in the fields. We want to 
now, learn something and shall. gain new knowledge’. 


"We shall be able to achieve something”. 


“If the moneyed can afford to spend for their health, we can 
not. do- sce". 


“Doctors take advantage of our needs to make profits”. 


"We sit at home, with our eyes closed. We shall now go 
outside and take care of ourselves on our own’. 


“Poor people only will listen to us,- the rich have their 
money to spend on health”. 


At another preliminary meeting (3.5.1987) held with the 
assistance of 4 local animators, 9 new volunteers feel confident 
and thus, the initial training proved easy. They were glad to 
realize that they could understand health of which they had 
previously no idea at all. They realize too that this information 
was useful as it elirinated the need to depend only on doctors and 


on god for everything; "What we can do ourselves” 


motivating factor. becomes’ the 


Still, despite these perceptions and 
volunteers for about 12 months, 
Broup with sufficient 


interests, the new 
did not succeed in forming a firm 
women (initially 15 are needed to have 
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guarantee of a sufficient attendance of the monthly training 
meetings and make it worth while to ask a doctor to come and 
impart a methodic training in normal conditions). Half a dozen 
women had dropped out for several reasons : two of them were 
severely beaten up by drunken husbands, other thought that it was 
of no avail to attend training meetings where no doctor was coming 
to lecture. They looked down upon the previously trained local 
female animator and did not appreciate her capability to impart 
proper health information. There was also the expectation of a 
classical health care project providing an employment and 
remuneration. Under several pretexts : domestic work and pressure 


of relatives, difficulty to comprehend, transport problems etc. 
half a dozen lost interest. 


Besides these secondary concrete points which could have 
found their proper solution, the essential limitation preventing 
the revival of a steady group seems the fact that the efforts to 
recruit and motivate new volunteers were mainly private attempts 
of the part of the lady animator with whose initiative, the group | 
tried to start again in 1986. The drawback is a methodological 
one. The interests and motivations of the volunteers are mainly 
generated through a personal link between the lady animator § and 
the potential new HAs. This personal connection is absolutely 
necessary and explains the quality of the perceptions but proves 
slightly insufficient to shape a strong group. Despite genuine 
interests for the tasks and the strong personal determination of 
some volunteers whose family condition was particularly difficult, 
the two essential processes of collective selection by a group of 
'gupportive villagers and incorporation into an organised group 
effort were not the basic support of the interests and 
motivations. The support was sought from the local lady animator 
more than from a group. As a consequence, it was therefore 
decided (on the 3.5.87) that 3 to 4 of the present volunteers 
would visit the surrounding villages, hold a meeting with the 
potential volunteers, explain the nature of the tasks and 
responsibility envisaged and facilitate a local collective 
selection. This step appeared absolutely necessary to: 


- avoid relying on the good offices and feeling obliged to the 
traditional. local leaders with no assurance of their steady 


support; | 
- secure for the women volunteers, 4a local support against 


inevitable future objections, gossiping, denigration and 
possibly counter-pressures, 
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work undertaken spontaneously by 
in a group and acting jointly; 

and gain for the group of common 
hich was naturally deprived for 


a proper image of a 


os roject 
proj ed 


several common women unit 
- create a stronger appeal 

women a moral authority of W 

the group of common women. 


We can conclude that as a rule, the beet cnd Taig Pinter 
which make a group of potential volunteers oe — 
perception of varied interests to a collective — Res es ao 
upon two essential factors which should exis : oe 
corroborate one another. A strong personal determ os re) 
required to face the unpleasant counter-reactions agains . 
taking a leading role along with a clear and definite process oO 
collective operation. A personal strength to face oppos. will 
never be sufficiently supported by only individual backing or 
personal interventions of influent people (sarpanch, patil, male 
and elder relatives of the women, HAs, etc. who are likely, as 
individuals, to fall prey to adverse propaganda later on). 


The dissemination, rooting, implementation and impact of a 
project of health by the people depend not only upon the validity 
of the concept itsélf and its feasibility, but upon the sole 
committed conviction of its activists. In the last instance, it 
requires the existence of a strategical network of social 
relations operating in consonance with the concept itself i.e. of 
collective initiative. The adequate structural background should 


be set up abreast with the spreading of the concept. All our 
analyses definitely point to the determinant significance of the 
strategical framework of operation. Without an appropriate 


network of social relations, no idea of health by the people will 
prove operative. No individualistic and hierarchical network of 
relations can successfully support an attempt of health by the 


people especially when common women take the 


: initiative of 
implementing it. 


B. THE ROLE AND THE NECESSITY OF AN OUTSIDER - 


The positive response given-to an 
Outside is a fact that needs explanation. 
dynamics needs better understanding. 
arise in this respect. : 
Prompted a positive respo 


idea which came from 
This point of cultural 


ans Two questions immediately 
The first one relates to the reason which 
nse to the health idea. 


a) 
One knows that the welcoming 


Or the d 
énial of a new idea may be motivated by reasons completely 
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<i cana 


‘different from those objectively connected with the nature of the 
idea itself. Other indirect benefits may prove more 
determinant. Those involved in this scheme of health 


: education, 
ave become absolutely conscious, following some months of 
experiences anda continued effort of self-analysis. They have 


become conscious that their positive initial response was 
motivated by none of the explicit intentions which defined the 
scheme from outside, viz. a) that some health work should be 
undertaken, b) that they must stand on their own feet in respect 


of health, ic) that they shall get opportunities to go outside and 
gain some wider social experience. 


The motive which essentially evoked this positive response 
made by someone from outside - either an external animator 
himself, or somebody from the local groups of the organisations 
who was conveying the suggestion of the external social agent - 
was the confidence that the respondents had in those who made the 
proposal or who selected somebody and told him or her to go and 
attend the meetings of health training. 


(b) Necessity of an outsider? 

A second question relates to the necessity of such outsiders 
to promote a new idea - why should a new idea be sown from 
outside? Several factors characteristic of the socio-cultural 
dynamics prevailing at the grassroots level explain for this 
necessity, according to the perceptions of the HAs. 


(i) "No respect is ascribed to a man from one’s own village. 
We would not attribute respect nor importance to put 
confidence in a person from our village". The reason is 
that a person from the same village will pursue only his 
own interest and think of this aspect only. The 
presumption of utter selfishness of every village people 
leads to a devaluation of every one of them. 


(ii) A man from the village does not try to spread the 
information he may have got about some government 
schemes, for instance : this information may not reach 
the others, especially the lower social sections. He 
may not even let this information reach his relatives. 
The reason is that he will look first of all to his own 
interest and“ trey. to keep the advantage of : the 
information he hes. got for himself. Sharing of 
information means possibly losing full advantage OL Ls 
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(iii 


(iv) 


(v) 


the information 


& hide from others 
er ainly for himself 


He will rather , 
yed so as to keep exclusively or m 


recei 
nowledge. 


the benefits of his k 


)Villagers may not express Or expose their ideas i ink 
and thus, may not spontaneously speak the truth. ey 
would not, above all, let poor people take the lead, 


come forward and talk openly. 


A man from the village, if he puts forward his opinion, 
will address the others in an authoritative way i 
tell you, listen +5 me...” instead of sharing, there 
can be only an authoritarian speech suiting the interest 
and the intention of those who have some authority. The 
knowledge and information are a means at the service of 


the prevailing power relations. The circulation of 
information is subordinate to the maintenance of the 
prevalent dynamics of authority, dominance and power. 


The knowledge and its circulation is not a sphere by 
itself nor for itself. 


Leading people of the village would not let others, the 
disprivileged ones, know their rights, because then, 
they would come forward and take the lead. 


An outsider may speak lies but still he would be trusted 
and what he says will be truth. Such is the self- 
depreciation of village people. This self-diffidence of 
rural population results ina blind confidence being 
immediately put on any outsider. 


(vii)The outsider is immediately considered as clever and 


(viii 


(ix) 


(x) 


knowledgeable : "He is expected to solve our problems, 
take up our questions and deal with them effectively. 


We immediately turn ourselves towards him and rely upon 
him" is the perception. 


)The outsider gives information and right knowledge to 
all, children and grown-ups. 


An outsider will promote 


a lead j : * 
poor. sit ership from among the 


Village people look forward that 
himself bring in and 
schemes, 


an outsider wiil 
implement relevant government 
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C. THE INITIAL SELECTION AND THE DIFFICULTIES OF THE HEALTH 
ANIMATORS - 


a) The procedures of the initial selection * 

Barring one Single exception of a health worker (active 
member of GDS) who joined the group on his own, and a few whose 
selection was made by the Main external social workers, most of 
the health animators were selected by local groups of the 
organisation GDS during their meetings, with the permission of the 
husband or of the parents in the case of ladies. A few ladies | 
were selected on account of their activity as teacher of a nursery 
school. Sometimes, special meetings were called to deal with this 
issue and in the next months, the final volunteers were selected. 
The selection was not a sort of casual appointment. It was 


generally, the result of group discussions and exchanges among the 
assembled people. 


When the health workers look back and consider the procedures 
of their initial selection,they come to the following conclusions- 


At the beginning, the people did not have any experience of 
procedures - of collective determination, "We had no idea of the 
method followed, and we did not understand its importance”, 
confess all of them. The cooperation process from within a group, 
for a task to be carried out in the name of a group of mass 
organisation, was a procedure absolutely unknown. They did not. 
realise the meaning of this process. Three years later in 1984, 
all of them express the firm conviction - (with one. single 
exception, a lady who later on dropped out for lack of collective 
motivation) that it is proper to make the selection from within a 
group of assembled people by taking a common decision. 


The reasons for this conviction are as follows 


- The selection should be made by taking into consideration the 

viewpoints of the people concerned. 

~ A private selection is a mistake. 

- When group decision is considered, the selected person feels 
responsible to the group and vice versa. This is bound to 
generate a reciprocal questioning of both. And _ such habit 
should exist and be encouraged. 

- If the process of private selection is used, the people may 
not cooperate with the one selected, nor give him their 
support. It may happen that when a meeting is called, people © 
may find an excuse to remain absent. 


The model to be followed in the future is as follows: 
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village or 4 hamlet, we shall hold 
lated information 5° as to enable 
to tackle similar problems they 


“While visiting a new 
seminate health re 


meetings t° dis 
lect one of them 


the people to S¢ 
face. 


Why should this procedure be followed? 
- This process induces © the awareness of 
responsibility, 
- It avoids the danger of pressures of vest 
cism or the mockery against the one who is chosen, 
support and participation; 
1 work by any single person. 


a reciprocal 


ed interest and the 


eriti 
- This process assures 
There can not be any rea 
Which aims serve these procedures? 
- These procedures impart information to the people (as doctors 


never impart information about health and thrive upon the 
ignorance in which they keep the patients). 
- People get a chance to assemble, exchange and make an effort 
to solve their own diffieulties.- 
- The objective is to become self-reliant “to stand on one’s 
own feet’. | 
- This helps to strengthen and spread the organisation GDS. 
- The intention is to put an end to the deceptive practices of 
doctors and of the local miscreants who act hand in hand with 
the doctors. a 
- This brings a health knowledge at the village level. 
- This develops health consciousness. 
- This gives the ladies an opportunity of having some role and 
status in the society. 
* This offers a chance to everybody of speaking out. 


Let us draw one clear operational conclusion from these data- 
the perception of health as a collective issue that confronts the - 
whole community is generated here, through a social process of 
pee niatedanc ted the group with the help of a Pe is not 
i. —— of health as a community problem which comes first 
is Scene = 2 ps deve lense. = new approach towards health, as 
consciousness -o. mg pies = There cannot be any real 
tore Oe a collective responsibility unless it takes the 

appropriate cooperative pattern of social relations 
si ee tart. ‘i 

é beginni 
questions. game en Bis Se HAs were faced with many puzzling 
of having to f re the Geyerenities that time 
ee ‘ ace, aS articulated by a group - of worker f 

» where the scheme faced more acute diffi ; : “a 
iculties. 


were conscious 
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(1) 


(2) 


(3) 


(4)— 


(5) 


Doubts about one’s own ability to understand the teachings of 


the doctor and follow his lessons thus : “Will I 
understand?” was the first crucial question. "We shall not 
be able to learn and study; we shall not succeed in learning 
about health". "We are not educated! How to take health 
education? We did not know anything about health, 
dispensary, medicines, etc... Who was there to keep us 
informed?” 


“How shall we be able to talk? What shall we tell to whom? 


We are afraid!" There was no conviction of one’s ability to 
repeat correctly the lessons of the doctor. There was a 
rather deep absence of self-confidence about one s capacity 
to the second crucial doubt. None of the HAs had ever 
previously attended any meeting or expressed himself in a 
group. "For three months, I just kept silent in the 
meetings!" 

“Where are we?" We did not realise that we were human 
beings, as much as any one else. We did not know anything 
about government officers... We were only busy with our 


homes, fields and cattle. Where is the government? How do 
we go and meet them? We did not have any idea about it. We 
also had no idea that we have rights like the others. 
“Independent people” what does this mean?" HAs were 


requested to commit themselves to assume a social role when 


they hardly had a clear consciousness of their own identity 
as social beings. 


“T am afraid that people will not come and attend our 


meetings, nor listen to us". The desire to teach something 
to the community may not find an equivalent motiovation of 
the people to assemble and learn something. Still, “a8 


convinced that by going out to attend meetings, I shall learn 
something. Without going out, I shall not become aware of my 
own strength. How long should we continue to submit and 
surrender to the leaders?” 


Going alone from house to house to give information about 
health was experienced as a great difficulty by some. some 
felt it easier to impart health education in a meeting, 
within a group, when people had assembled together, because 
there could be exchanges and discussions, and those who 
understand could help others to participate and learn. 
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(6) 


(7) 


(8) 


(9) 


listen to women Utterances 


mselves in the society and 
ace ag cennoh. aie cia thay come and teach us (how 
ate ee noah how they are ignorant and they come and 
- ee. seach us something!”, were pronounced. Men were 
ae a female HAs, especially after having had their 
So He Sate all of us, now, become doctors!” hee 
pill! I shall swallow it and we will see how big doc ig 
they have become now!" “You have become a doctor re 
It is enough! Why te make everyone else a doctor also e 


you!” 


There Was the reluctance to 


The pressure of the authority of elders especially upon women 
makes them still more shy and inhibited to undertake 
something new and unusual. Men complain against women that 
they attend meetings and report about the drunkards of ° the 
village and all their stupid behaviour, and first Of. ite 
about how they insult the HAs. The pressure of the more 
influential male leaders was and still remains a serious 
difficulty for women volunteers and others who are interested 
in becoming volunteers. 


The counter-propaganda objected to the influx of outsiders 
who had trained HAs. The HAs immediately listen to them and 
follow them and thus, fall a prey to them. “We have only to 
look after our fields, eat our pancakes of millet peacefully. 
Women have just to go to the fields or to the forest for 
their tasks and earn a few rupees for the house. This 
activity of the HAs is just wasting time ~in useless 
activities which do not yield any income. What will you get 
(money) from this work? What will these people give you?" 
“Aren't there already ‘social workers” in our village? 
(leaders who are supposed to care for the welfare of the 
community) . Have they done nothing or are they doing 
nothing? What can be gained by running after outsiders?" 


Another type 


of counter-propaganda says : " j 
obtain and ¥ What did you 


What did you give us after three i 

ee years? The 
understanding behind the objection is 
should immediately bring in some 


Show its Credentials to the 
Without 


that the organisation 
material improvements to 
population, free of charge and 
aa... saree their Fact. The reason motivating the 
—.. at the organisation "of the poor of the 
ae pproaching the administration directly and 

& the implementation of the government schemes for 
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ty, detail ere on Nf IO Hh, 


the 


2 benefits of the needy, independently of the local leaders 
Me wno 


have a vested interest in the poor depending upon them. 


(10) Has insist upon the reactions of the local leaders who see in 
the HAs and in the Organisation, a direct challenge to their 
authority. “They are not Dhangars (in one area, many HAs 
were from this caste), they are foreigners; they come to 
collect girls and send them abroad where there is a need of 
girls. One should not vote for them. If they can get four 
votes, we can still have ten of them... Listen to the head- 
men of the village. Do not listen to them! Those people 
talk with ladies. This is not proper. Our women should not 
talk with men from outside! The HAs get plenty of money from 


us! These women talk with the saheb! Have you nothing else 
to do?” “She has no husband! This is the reason why she 
goes around!" As expected, the same leaders take capital of 


caste feelings to object to the fact that HAs of different 
castes assemble tofether and do not listen to the caste 
elders. 


(11) A few drunkards come to disturb the meetings, teasing, 
shouting with the result that people cannot express their 
difficulties freely, despite their genuine desire. Some 
other people chit chat around, come to sleep, only to 
disturb the meeting. “At the beginning we did not know how 
to handle these trouble makers”. 


D. PERCEPTION OF THE HAs BY THE VILLAGE PEOPLE 


a) Reactions of villagers as related by HAs. 

) One important dimension during. the initial stages is the 
perception or the expectation of the beneficiaries. It is of the 
utmost importance to take their point of view into consideration. 
What image do the villagers have about the health animators? We 
are here, trying to define this image from the reactions of the 
villagers. These reactions will be ascertained in two ways. The 
first way consists in asking the groups of HAs to elicit the 
attitudes of the villagers towards themselves. These attitudes 
can be observed through the verbal responses of the villagers, in 
their expectations, etc. as perceived by the HAs. Four types of 
reaction symbolise the cognitive structures with which villagers 
approached this experience at the start. Let us mention these 
four reactions and then draw a few conclusions. 


(1) "The village bas got a big doctorin|” This derogatory remark 
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rs. It points out 
health animato 3 


| lady : ; 
| s considered as 4 doctor ! 


was aimed 
that the health worker 3 


whe j serves 
rat secondly, the prestige implied in this image spe 
versely to ridicule the very common people, ¢5P y 
rea ate workers volunteering for the 


the ladies, or the illiter | ky 
scheme that projected at such a high position! As the people 


did not react mainly in terms of the‘ concrete advantages of 
the scheme, but with regard to the social image oF the doctor | 
and to the concept of health as a doctor’ 3 commodity , earh of : 
them turned into arguments meant to throw discredit upon | 
ignorant people pretending to be more clever than they were | 


to involve themselves in these tasks! 


(2) This work was looked at as a sort of employment for the 
volunteers. "Health workers were undertaking it to get 
something viz. some financial advantage’. As the possibility 
of an initial honorarium of Rs.50/- was known, the task was 
considered as resorted to by the volunteers under the 
motivation of this material incentive. The ladies would 
then, be able to bring their contribution to the maintenance 
of their husband and children as they are the dhana of the 
house, its source of wealth, its lakshmi. 


(3) The third understanding is that this task was just a chance 
offered to the ladies’s eagerness for being set free by 
abandoning the regular household duties under the pretext of 
attending a training in health or undertaking health tasks. 
Only ladies upon whom husbands and family could not keep a 
firm control were allured. Their volunteering showed their 


lack of social restraint and fear. "Women jusa dike - to 
follow their lack of social restraint and fear". “Men and 
women sit together!" “Women just like to follow their 


whims!" It was almost out of lust that they had volunteered! 


(4) The fourth image was that through this scheme, a dispensar 
would be constructed, medicines and pills would be wm a 
available. In this respect, as people were saying hat oe 
cece ae man is needed to give medicines”, women felt doubts 

ut themselves, and specially about their ability to 


prescribe medicines as they were conscious of thet 


and absence of education. r ignorance 


These data Show that two main and anti-t 


cognitive structures gave ready-made 
understand and evaluate the event. 


hetic socio-cultural 
referential yard-sticks to 
The first reference relates to 
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the women’s roles dnd image : a woman should néver go outside of 


the home, Where she is confined in subordinate and non- 
prestigious tasks. The second .reference relates to the 
prestigious function of a doctor as a supplier of medicines and 
health services. As the health animators were considered as 


doctors, these two referential factors clashed among themselves 
and as consequence, the ladies were derided for assuming a role of 
high rank and superior knowledge! 


The basic and spontaneous point of view was neither a 
practical nor factual approach, but a social reading and this 
reading provided no conceptual insight nor analytical 
apprehension. It was an evaluation, a judicial statement. The 
cognitive structures worked in front of the transfer as a 
recognition and not as an act of cognition. If this is likely to 
be the case in any transfer, we shall draw the conclusion that the 
success of transfer depends upon the will and the ability to 
develop a conceptual understanding and to refrain from making any 
hasty and spontaneous interpretation by referring to the in-built 
structures of recognition which can lead to nowhere but a 
judgement which is only a reduction to the same. This seals the 
impossibility of any progress. 


This is obvious in our case. If the judicial recognition 
turns into a judgement against illiterate ladies and result in 
ignorant men taking up the role of a ‘doctor’, as this is simply a 
contradiction, still a,woman may be considered as positively 
motivated to take up this task for the reason that she wants to 
bring home some income for the benefit of her husband and her 
children as the source of wealth of the house (dhana). This is 
also a very clear cognitive structure regarding the role of a 
woman. The understanding of her desire to become a health 
animator is therefore, either negatively, a will to escape her 
duties at home and the control of her husband, or positively, a 
justifiable intention of bringing home (to her owner, for the 
benefit of her house) some wealth as. she is the lakshmi. 


One operational conclusion can be drawn from this. If a 
health scheme aims at engineering a process of social change, viz, 
a transformation in the patterns of relationship and values, it 
should boldly create a situation which will directly challenge the 
cognitive structures hereabove mentioned. For that purpose, a 
health scheme should not start with doctors and medical services 
run by doctors. Health should not firstly, be looked at asa 
technical task. Secondly e leading role in the implementation 


to those women whose 
health system. These 
d basically consist in {imparting 
n and more technical knowledge 
A health animation activity 
sections taking 


should be given 


th activities 
of the heal the present 


health is greatly affected by 
activities should mainly an 
elementary health education to wome 
should come as 4 secondary dimension. 


the lower social 
taken by deprived women of 
Sees na tintive of visiting and educating village population is 


likely to prove one of the most effective lever of social change 
in the rural areas, as this practice breaks off strong built-in 
cognitive structures which have 4 definite repressive role. 


b) Attitudes of villagers : 


here in September 1983. A. jorxnt 
meeting of 30 male villagers and 10 HAs at Panshet tried to elicit 
the reactions of the villagers towards the HAs. We reproduce the 
main themes of the dialogue, mainly those which show the 
perceptions, the attitudes and the expectations of the HAs after 
about 2 years of training and practice. The question was raised 


A second attempt was made 


as follows 


* What do you think about the health animators? | 
We were expecting them to freely distribute medicines and to 
give injections. This is what we need : dispensaries, pills, 
injections. Why do you sell your medicines? 


x Who can give us free medicines? We only charge what they 

have costed us i.e 10,25,50 paise. | 

As only 2 or 3 people were taking part in the 
discussion, the central topic was again put forward: 


rf What do you think about the HAs? 


Now, the HAs have developed feelings of aloofness from the 
people - they consider themselves different | 


* Why? 
At the beginning, they were holding meetings. They were 
trying to explain to everybody. Now, they have built up 


their own group of independent people apart from us 


x How did this happen? 


Rice educated. They go to attend meetings and 
Seite aoe on. They receive plenty of information. They 
nelle Re a wider understanding. Our feeling is that they 

ell us back all the information that they have 
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received. They have become important people. 


From where do they get this importance and greatness? From 
their education? From their experience? , ; | 
No, it is from us that they get this importance and become 
big people. Because it is us who have sent them to take 
health education. This is the reason why they have become 
somehow important people. We thought these people will do 
our work and will explain to us. This is how we became 
dependent upon them and relying upon them. We are small 


people andso, how could we think ahead? These are our 
feelings. 


* What is needed to overcome these feelings? 

There is still no improvement in our way of thinking which is 
still very narrow minded.We tend to accept things passively 
without raising questions. When. everybody understands the 
need to change only then, social transformation will take 
place. We should go and meet the HAs, talk to them, raise 
questions and exchange with them. We should take the 
initiative of asking them - why don"t you explain to us and 
share the knowledge you have gained? We should offer them 
our cooperation. There is no point in just blaming them. We 
must on our own, go and meet them. } | 


* Could not we take up'‘this health problem in our hands? 
We could take care of the cleanliness of our environment and 
we could attend to some other small things. When health and 
our mind will be firmly united, then health will be in our 
hands. 


An analysis of the whole meeting and this dialogue shows some 
perceptions and expectations of the population with regard to the 
HAs. In short, the villagers are considering the HAs from a 
traditional point of view and with ideas about health care which 
remain absolutely the same as ever. The 30 villagers recognise 
that their ideas have not changed their outlook and it is still 
the one that they have received from the society. Three aspects 


can be stressed in this respect 


~ expectation of free medical services (dispensary, injection, 
pills) and free distribution of medicines against the most 


common ailments; 


the perception of a progress in medical knowledge on the part 
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omotion of these latter reinforce 
and the habits of dependence 


among the villagers, far from eaising * ae oS Cae 
i advantage oO S 

ais eS oe role and position of the Has have pe: 
{immediately looked at and interpreted through the _ seli- 
perception of one as incapable or unable to understand and 
change, “small ones” as children who have to depend upon 
elders. This spontaneously leads to a perception of a gap 
between the common villagers and those who are *educated 


and attend the meetings outside the village; 


of the HAs and the social pr 
the feelings of inferiority 


- the cultural dimension of sin, which could not be explained 
nor made clear, puts a seal upon these feelings of 


despondency and incapability. 


. #. THE DROP-OUTS - 


Between 1981 and 1987, several of the first batch of health 
animators left the group and new volunteers joined spontaneously 
as a response to the call of the organisation to join and 
participate. These moves do significantly reflect the dynamics of 
the whole project itself. The following table shows the numerical 
strength of the groups at different stages 
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a) Reasons for dropping out eo Pie ead out between 1061 


ral of the health ani . 
d 0 iy 1984 were interviewed about their reasons for putting an 
an , 


in the scheme within the organisation 
a the vviieise scheme as an alternative to their 
ay activity) and three individual eh eee ay 
reported here below. Those who remain involve sinc 
beginning have also collectively analysed the reasons pb yd 
others dropped out. On the whole, 26 answers can be spec cally 
out; they explain for the defection of 17 of them. These 


spotted 

reasons show the difficulties and the nature of the social 
dynamics specific to the scheme under study. They can be 
considered also as indicators of the degree of consciousness of 


those who remain involved in the scheme and they also indirectly 
point out to the nature of the psycho-social determination of 
those who maintain their involvement with a clarified 


consciousness. 


At the start, it is obvious that almost all HAs joined the 
scheme with the thought that they would get employment and some 
qualification, both of which would help improve their low social 
status. As a matter of fact, all of them could secure through 
this programme, if not an employment, at least, definitely, a 
somehow qualified social recognition and a sort of social respect 
and self-respect, paradoxically remained in the scheme as_ they 
were usually deprived of such social respect, often denied any — 
right to talk in the open and usually looked down upon. While 
those who already enjoyed some social prestige left the activity 
which appeared to them as not enhancing their social position, or 


even countered it by not recognising it and not giving it one more 
opportunity of exercise. 


The 26 reasons could be Classified into 9 specific categories 
as follows: 


(1) Individual Profit and personal advantage in terms of mone 
“a higher honorarium or of a continuously maintained Rs. “ie 
aad could not be obtained. A small honorarium determined 
actually wietaule ie a Spent was @90h given only to those who 
house to ee " pare i Meetings or to go from 
ee si wi health in hand", in an attempt to organise 
ae dédioat tna a them under the name of health needs and 
the group was ¥e Any regular honorarium of Rs.50/- as member of 
the group on et dh Mcp HAs,three female HAs abandoned 
account of their disappointment in this . lak sot 


oF 


epi. 3 Gains and the fact that no ‘service’ was created, no 
ota was recognised, “then, what is the use of it?" The initial 
stipendium of Rs. 50/- appeared also, too meagre and not worth the 


ee In the case of two ladies, it was the husband who 
strongly and absolutely insisted that his wife should discontinue 
when the honorarium was dropped. Both of them joined the 
government 


scheme as it assures the honorarium without asking any 
real responsibility of visiting the houses, educating the 
population and taking care of the health status of the people. 
This honorarium is automatically secured against few limited tasks 
that was deprived of social involvement. One of these ladies 
complained that with the discontinuation of the honorarium of Rs. 


50/-, people were teasing here and calling her names and made 
statements like : “Who works for nothing ? Who told you to work 
for no retribution?” A third lady argues : "Should I move about 


for nothing? What shall I get? You give me nothing!” 


The discontinuation of the initial temporary scholarship 
operated a clear discrimination between those who saw the scheme 
only as a way of securing a regular stipend and those who 
developed a more genuine social consciousness. To them, a social 
honorarium could be granted by the scheme, in proportion to the 
time spent to go around organising and educating the population in 
the name of health. 


2) The second reason applying to five ladies is the social 
repression subsisting ‘in the whole society against female 
assertion. The active social role imparted to women was resented 
by some husbands. Some women HAs themselves could not overcome 


the social constraints of the. submission of the wife to the 
husband and of the interdiction made to ladies to leave home for 
social activities. Ladies should remain at home under the nale 
control. 


One lady HA was young, vocal and capable of assuming 4 
leading role in the village, through the health scheme. Then, not 
‘without purpose, local men of the village pushed her to join her 
husband at Bombay. Her nascent assertiveness generated basic 
fear. She was free minded and bold. Men feared that one day, she 
might behave so freely and speak out so boldly that she would 
escape their control. She had already a real influence upon her 
husband and hence, she was despatched to Bombay. 


Another one was defamed as “sitting in the lap of the 


animator” just because, at 4 meeting in the village, she was 


ao 


This was only a trick to prevent her = 
role where she would have asserte 

condition was a miserable one. 
ive rumour. 


sitting near to him. 
having any authority in a 
herself. Moreover her economic 


j j SS 
She could not stand against this repre 


, wer 
themselves of the opinion that “ladies shou Oe ee 
home; they should always revere their husband as a ee 

; t his service..." One of them was afrai } on : 
Opa women would no more listen to her were oe 
acting as the organisation wanted them to operate. — Rigs: 
be expected to move about freely in the SOCkEETs — int: 
their specific honour and common women in the village; ha ro) 
accept the superior position of the gawda’s wife. 


Another female HA expressed her dislike about. the 
organisaticn’s expectation to move around and visit other women. 
She argued that there was nobody at her home when she was. out. 
Due to a clear lack of proper motivation and disappointed by the 
discontinuation of the honorarium, she surrendered to the pressure 
of her husband to stop the HA’s work with the excuse, .that “I 
could not continue » to move around alone”. She then later on 
Joined the government scheme of VHW that brought her’ some 
honorarium for small tasks without the added encumbrance of home 
visits. She was satisfied that she did: not have to face the 
Challenge of going against the usual subdued roles assigned to 
women. 


(3) The pressure of economic constraints was also a reason for 
dropping out. A lady had to follow her husband who had left for 
Bombay, despite her motivation and interest to remain in the 
village and undertake activities of HA. Another lady was so poor 
and deprived of any sort of income that she could not envisage 
despite her interest, to spend time in the health activities 
having to look after the house and care for a labour 
Secure her daily meal. A male HA could secure 
Bombay through where he earned Rs..800/- per 


interest for the work of HA was 
genuine one. 


Which could 
an employment at 
MON thio Set ET yd 
really effective and rampant a 


Jd Social inhibition and fear of public Opinion and ecople’ 
objections WaS the fourth cause. One male HA was a, : 
talking in Public. “He could not start Speaking in front of a 
cage Without being agitated, sweating, terribly fri ht p 
anxious as to Whether he would be able to express hie et 
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Ce ee 


the beginning, he felt unsafe and insecure about his ability to 
move among people and address them. He would still now be ready 
to attend=-the meetings, but he has become more and more anxious 
about what he will look like among others as he cannot come 
forward with any report of visits and meetings. Having no 


personal experience to narrate and no work to show, his inhibition 
has all the more increased. 


Another male HA attended the meetings and became more 
assertive as a result of the health education he received. People 
then objected and started talking against him due to which, he 
panicked and discontinued the work. Such was the case with 
another young male HA who was literate. Since the beginning he 
was diffident about his ability to impart the knowledge he had. 
acquired and to explain clearly the big words learnt from the 
doctor. People were nevertheless satisfied with his work. 
Disappointed with an honorarium of only Rs. 50/- he also, stopped 
his effort. After two years of staying away under the suggestion ° 
of a main animator and realising that what he learnt should and 
could be useful to the people of his village, he feels like 
joining again. He once again, started attending our meetings, 
instead of just idling at home. He is conscious that when he was 
coming to attend the meetings, he had the support of the group. 
At present, he feels guilty for idling away his time and he 
remembers the positive experience which gave his some purpose in 
life. His timidity and inhibition had prevented him from 
approaching the women of his village to educate them. 


(5) Frustrated expectation of a higher status was also, another 
reason. One male HA who was a gawda, thanks to his new knowledge 
and medical role thought that his prestige and authority upon the 
village people would increase. “They will listen to me”. His 
attitude was that, even in the group of HAs, “people should listen 
to what I say’. He was never ready to listen to others. The 
group experience proved different, being a learning process where 
all were given an equal status and exchanged on the same footing. 
He lost interest in the work and soon did not properly participate 
in the free exchanges in the meetings. A female HA, from the 
Deshmukh community, used to relate to people from a position of 
higher prestige, and was always complaining that people did not 
listen, did not respond, did not come and labelled them as 
“ignorant”. Her attitudes of superiority prevented any genuine 
relation to the people. She joined the government scheme of VHW. 


(6) Reprehensible behaviour of some HAs led to their dropping 
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xcessive drinking. Two 
out. ropped out due to his @ 


Jadies despite their interest and ability were Rt 
discontinue their activities of HA on account of a free 


behaviour that the society could not tolerate. 


One male HA d 


oF Intellectual incapacity led to 7 HAs inability to follow the 


health training imparted to them : “We cannot understand. We find 
4% difficult to retain any of the information received. We 


remember nothing”. 


(8) Clash with tradition was another reason. The health 
education clashed with the religion based old and traditional 
ideas such as- pollution, belief in bhuwa(s) and medicine men, 
bhagat, representations about the menses as a state of pollution. 
He found himself ina state of mental confusion. A tension 
existed between the new health education and his traditional 
representations and between the pressure upon him of his relatives 
and his commitment to attend the meetings : “You go to attend 
these meetings? What is that? What do you learn?”, as well as 
between the general opinion of the village and the new teaching 
the was receiving. When, one day, he was affected by “Moti bai”, 
every body teased him and he left the training. 


(9) Absence of motivation for a task of organisation was 
indirectly a reason behind several other attitudes already 
mentioned. It was the direct and obvious reason of one female HA 
who confessed of being "tired and bored of attending the 
meetings’, and disliked visiting people to collect them together. 
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: The answers and their occurence 
3 — em om ee ee ee ee ee ee me ee we oe ee ee ee ee ee ee ee ee we ee ee ee es ee ees oe 


} Female HA | Male HA} Total H 
. 

: ' 

t1. Individual advantage wanted 


Sian ‘el aim te Ssh, aim ied § eee es | mmm ee f 


i] i) 
{ 3 RH eee pe 6 : 
: (money, payment, employment) | ieee. ee =: Daa : 
{------------~-~---~-- ~~~ {----------- Ooo ap ieee ee {_~—-—-—-----~ : 
i] 
22. Opposition to female asserti- |} 2 FT ' ' 5 : 
: -~veness on the part of men ' ' ' ‘ 
: -Subordinate position of women} + A ia ! : ; 
‘ internalised by women them- !} 1 RH H of . 
: -selves { { ; 
$e ee nn {—-~~-~—---- {--------— {--------- H 
73. Pressure of economic ! i } 
: constraints: Husband left the } H } 
: village and went to work at ' H i 
H Bombay; the wife followed due | 1. PT ee as). eee 3 
3 to poverty and deprivation : | pe gl ' } 
eee ee ee a [== =<-----5= === Ste ee el area : 
:4. Social inhabition, diffidence | Bee i 3 H 
: about one’s ability ! i ' : 
eae |----------- |-------- }--------- ; 
25. Frustration of the expectation; 1 RH SES ep eee 2 : 
: of a higher status H ' ' : 
ee arataaiae |--------=-- }-------- | --------- : 
:6. Reprehensible behaviour - H A cos 1 de ae 3 3 
drinking habits and sex 4 ' ' : 
: permissiveness : ' ' : 
. ( ( oe eae 
ise ee ee Pa eo se ee iis pos See 
27. Intellectual inability ' ee ai H ' 2 : 
‘ , Rearing ee eae Be can\coen aim nie a ee 
Skee en ee ee aS eee ee SS i =e Ie ' . e 
:8. Clash with traditions : t gs Oe ae 1 3 
5 ee ea So ppeicocmme vache =” Sea ‘permet : 
29. Lack of proper motivation { 1 RH { ' 1 : 
pean n aetna nnPTINP Tr as cap st cow ee ea etree ne mae En am me om om nem nn eo On RE SE 2 
: TOTAL 26 : 
b) Three individual case studies. 
(1) Mrs. Gurao (Housewife, husband - primary teacher, Group of 
RH) 
Q- What has motivated you to undertake this health work’ 
~ I was conducting a balwadi unde tne sponsorshiv of V.C.D.A. 
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was, therefore, going 


to fetch the children. I found many 
monsoon. Although they were suffering 


from simple ailments, they were going to bie wee age 
coming from outs 

taking injections. Doctors were A 

how to take advantage of this situation and they collected : 

lot of money from the population for this. I felt be nate 

to do something about treating these minor ailments one 

health education. Then, I volunteered to become a healt 


animator. 


gince one year. On this account, I 


from house to house 
people sick during the 


How did you start this health work? 
I was visiting the houses and giving information about minor 


ailments e.g. how this illness occured, etc. Private doctors 
are not used to informing the people about diseases, they 
just give medicines. They come to our villages only to raise 
money from the population. I started telling this to the 
people and tried to convince them. 


How did you start getting health education? 

Through the balwadi. Six women came together. And through 
your association, we requested Dr. Phadke to come and to 
impart. us health education. The doctor was coming two times 
a month at the beginning to hold health meetings. He was 
giving us information about the children’s and women’s 


health. At the beginning, we were getting Rs. 50/- 
honorarium. 

You have moved among the people. What has been your 
experience in this respect? 

At the beginning, women were calling me names. "The lady 
doctor has become great”. But later on, opposition became 
less. People were believing in the information that we were 


giving them and following our prescriptions. Similarly, they 
could’ observe by themselves how the government doctors did 


not pay attention to the sick people and never informed them 
about diseases. 


What about your experience at home? When were you i 

attend meetings or to visit other villages? oo 
When I had to go and attend : 
spend 
look 


| a meeting (trainin 

one night outside, my husband opposed it 3 ee a 
after our daughter who has reached the a : 
If something Wrong occurs, what 
Children are going to school. 


: ge of marriage? 
will happen? The young 
Who would look after them?" 
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When the V.C.D.A. discontinued the honorarium, my husband 
put more pressure on Mme and there were also other similar 


difficulties. 
Q- You have been a health animator for three years. What 
_ benefit did you get from it? 
- I 


have become a health worker of the government, so that the 
health education that I received during these 3 years would 
not be wasted. They organise only one meeting for month. 
When V.C.D.A. Stopped giving the Rs. 50/-honorarium for the 
health work, my husband became completely opposed to my 
participation in these activities. This is the reason why I 
accepted the government work. And I continued this health 


activity with the same motivations thate:T. wou. from V.C.Dce 
training. 


Q- Now that you have left the voluntary association, what is 
your opinion about the government officers? 

- I was working absolutely independently with a completely free 
mind. I acquired boldness to talk to people in the society. 
This was very useful. With the government, we do not have 
this freedom. We have to do the work only in a specified 
manner. Although I have accepted the work of the government, 
I would like to attend the meetings and the camps for women 
of tne V.C.D-A. 


My experience with the government is very different. People 
get absolutely no health education from them. Only one thing 
matters, to distribute pills and to keep monthly records. This 
what the health officers do consider as the good and important 
health work. 


Still, one should be able to study as we were doing in the 
first education that we were getting, the questions women’ should 
think over and take up. For instance, women started a movement 
for clean drinking water as a result of that education. Women 
were having a proper approach at that time 


(2) Mrs. Radha Malpute (housewife, former Group of PD) 
Q- What motivated you to undertake health work? 
Previously, I was only involved in house work and field work. 


The leaders of the village selected me for conducting a 
balwadi. I yan “tG20r. one. year. I discovered that the 
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Doctors were coming from Pune 


. : oh sick. 
were very much evan and charged the parents 


children a 


to give injections to the 
exorbitantly. 


ons of 
Do the doctors inform the people about the reas 


diseases? 
They do not inform people about the causes of diseases. They 


just give injections and charge their fees. I asa that I 
could do something for the people. Hence, I joined e meee 
of HAs of V.C.D.A. I had to inform people about health w e 
distributing pills for minor ailments. I started informing 


people about how and why diseases occur. 


How many years were you involved in this work and why did you 


9 
err it for three years. I had to leave home to attend 
meetings. Moreover, there was nobody at home. I 
discontinued for one main reason - the honorarium was 
cancelled. This was the reason why people were calling me 
names : "Who has told you to work for nothing?” I then, 


decided to stop. 


Who has profited by the education you got? | 

Women have benefited from it. The information about 
pregnancy and small children particularly proved useful. And 
we used to discuss these topics in the women’s group. The 
same about water - what are the diseases that occur due to 
stagnated waters. I used to go from house to house and 
inform people about. the importance of cleanliness. 


What has been your experience of moving among people at the 
beginning? 

At the beginning, when I was going from house to house with 
my box, women were teasing me. "The nurse has come!" I was 
telling people to keep the village clean. Later on people 
stopped calling me by names. Women Started coming together; 
and began listening to the information I was giving shane 
They slowly realised the importance of health. ate | 


What is your experience of the government health services? 
Government doctors do not inform people. They = 
distribute pills and Spread the propaganda for the 


, E Famil 
Planning make more use of loops and get operated" It a 
mainly upon these things that they insist This i . 
yank | ; Sis what [ 
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Why did you stop working after three years? 
The honorarium had been cancelled. My husband began 
pressuring me. I could not move around alone. Moreover, 


by Bek 2 was not sufficient for my needs. Hence, I decided to 
stop. 


‘What will you do now? 


I have accepted the health work of the government in my 
village, after discontinuing the health work at V.C.D.A. p 
have therefore, one meeting per month to attend. I do not 
have to go anymore, from house to house. In case of 
necessity, people come to my house and I give them -piils, 


There is also, no need of giving them any information 
whatsoever. : 


Has the education of V.C.D.A. been useful? 

Due to the health education we received from V.C.D.A., we 
became bold. But V.C.D.A. people, always blame the health 
officers. Now, I do not agree any more with this view point. 
Government officers are very nice people. I do not conduct 
meetings of people anymore. After all, we repeat the same 
information to the people, time and again they do not listen. 
What is then, the use of trying to informing them? I am 
satisfied with the present work because I have do not have to 
leave my village and go anywhere else. 


What do you think about the water problem? 
I told people time and again that several diseases are caused 


due to dirty and impure water. I tried to make them 
understand, but people do not listen. Let them spend money 
on: - zu I do not agree that there should be a movement for 


clean drinking water. The reason is that I know the B.D.G: 
What is the need to hurt him? 


What will you do after stopping the V.C.D.A. work? 

They will appoint me as government health worker. They have 
less number of meetings - one per month only. Moreover, this 
is a government employment. Similarly, the work is much 


less. 


As a government health worker, will you have to make home 


visits? 
There is no such constraint. People have to come to. 21ge 
Similarly, it will do if we don’t give any information. 
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(3) 


health condition of the 


What is your opinion about the 


eople? 
ee are totally jgnorant. They don t+ want to 2 agian 
all. The government work requires us to only to 8 


pills. 


“Tanhaji Satale (farmer, Group of RH ) 


ealth work? 


Why have you stopped the h 
b for Rs. 800/- per month. Why 


I could find at Bombay a jo 
should I sit idle at home? 


You have been a HA for 2 years. What do you think about the 


people in this respect? 
People are very much concerned by diseases. When they are 


sick, they do not take the advice of any doctor but of a 
“saint man", and make use of leaves of trees for medicines. — 


What has been your experience during the two years of health 
work? é 

For the first four months, I was informing people about the 
diseases and its causes. People used to come and take a lot 
of medicines from me. I was taking about Rs.30/- from the 
Rs.50/-honorarium to distribute medicines, but people were 
not reimbursing. Still, they give a lot of money to the 
doctors. 


Has there been an impact of your work upon the health 
business of private doctors? 

There has been a great impact, when I began this work of HA 
and informing them. Minor ailments improved a lot with my 


pills and as the result, private doctors came to discuss with 
me. 


When do ailments show an increase? 


During the rainy season, diarrhoea and malaria are the 
prevalent diseases. 


main 


What did you do against it? 


Pj 
irst of all, I was preparing the medicine and then going to 


meet people in their houses, exchanging with 


. wo 
children about diseases and its causes spend. 
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Q- While doing this work, what did you come to know about the 
government health services? 
- My observation is that the 


government doct 
pace octors just tell 


to go and take advice from private doctors. By doing 
this, instead of treating people, they just cheat them. 
Government doctors? We may wonder whether they have not been 
appointed to this post only to conduct operations (women’s 


sterilisation). Besides that, they do absolutely nothing for 
the population. Only malaria doctors come to visit the 
people. 


Q- What have you done about this health system that exists 
today? 

- The government levies a health tax from each house. I tried 
to make the citizens realise it. I prepared people, several 
times, to go and meet the gram sewak. The result was that 
people became awakened and conscious. il Seed to . £et 
together the people on issues of cleanliness and drinking © 
water. Three times people took part in a demonstration on 
these issues. I have been motivated through such questions, 
to make people realise the government responsibility in these 
issues of health and water. 


Bs THE PSYCHO-SOCIAL DYNAMICS OF SELF-ASSERTION - 


The most significant process to be understood is the 
progressive self-assertion of the female HAs. How does a lady 
belonging to a lower social section become bold and assertive and 
acquire a new social personality? To get a concrete understanding 
of this process, we shall resort to different types of approach. 


a) Personal testimonies of three HAs - 

Three ladies who had newly volunteered to act as HAS were 
individually interviewed in July 1985 about their joining the 
activities of the group of existing HAs in the area of Rihe. One 
of them had joined 12 months back and two of them 6 months ago. 
We give here, the gist of the interviews to highlight the main 


features of the renewed identity reached by these HAs and the 


dialogue proving a better way to reveal the process through which 
new convictions are progressively generated. 


(1) Mrs. Borkar (one year after she had joined) 


Q- How did you come here? 
~ I have come here spontaneously and on my own. 
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her 


animators in particular, in a sor 


ear and get to know about our work? 


th of GDS) came to meet me, a” er 3 
ted attending your meetings. 


How did you h 
No. You all (several you 


times. Il agreed and star 


HAs had come to visit her, at home, had explained to 
tives of GDs and of the health 


t of campaign to introduce their 


(Former | 
the activities and the objec 


work and clarify their intentions). 


Q- 


Before that visit, you had no idea of what was going on? 

Four years ago, I had been to Ghotawade to attend a women’s 
meetings. We had been told about handicrafts... Later on, I 
met also a young girl who was regularly attending the same 
group meeting of women and had started a balwadi... In may 
jdea at that time, HAs were only “these people’. But I had 
no more idea about it. Then, when I attended the meeting of 


HAs, I got some health related information. 


And what about the reaction of the people of your hamlet? 
They advised me to attend it as I would gain money. 


Did you only start attending for monetary reasons? 
Absolutely not, as I gained knowledge about health. And I 
was not given any stipend. 


Why did you start taking interest in this health activity? 

I have always taken interest in health education. My 
interest grew as I gained more education. And since then, I 
have gone visiting people, to impart this education to them. 
People were asking me : "Where are you going?" to which I 


per tec, -"I am attending meetings conducted by a doctor who 
gives us knowledge about health". 


Did people agree and approve of it? 


S . > ee ; 
eE ee ae : "Go, take proper information and tell us. it 
¢€ useful to us". But others: did | | 1 
| , not agree tH 
Aes oes ; ey were 
a me : “No need to tell us anything! Enough of your 
s! Then, why are you in need of pills fr Kae 
— om me? I asked 


gs e 


What do you feel about it? 
Information 


was earlier, not given to people Now, I ec 
; . yan 
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talk and speak to people. I am bold. 


‘d ee ae es changed things at the village level? 

p ave raised their voice about the well water and 
igo yaa the water be purified. They have understood 
the importance of having, a clean surrounding. They get a 
better accessible road in Murum. People have developed a 
collective’ outlook and got a better road. Private doctors 
come less often and instead of paying them Rs. 10/-for people 
now, they get better by paying only 50 paise. Previously, it 
was almost impossible to collect girls together. Now, they 
come and assemble on their own, attend an evening school 
which we have started as a result of our educational effort, 
although at the start, people were laughing and deriding us. 
At the beginning, people were calling me names, now they are 
ready to give a place for the evening class. Before, people 
had no idea even of demanding for a school. I 
undertook education and I will address those who are ready to 
listen to me and believe me. I shall continue awakening 
them. With more education, I shall have a better 
experience. 


eZ) Mrs. Shinde: (This lady, three years ago, Was attending the 
meetings of the local group of activists. Later on, she 
discontinued her attempts of mass organisation as her monetary 
expectations could not be fulfilled. She stopped acting as a HA 


also. Then, in January 1985, she rejoined the HAs and slowly 
resumed her activities of people's organisation and health 
work. This interview shows the uncertainty of a HA who has not 


yet reached a clear conviction about her health work because she 
has not developed a clear consciousness of her role of mass 


organisation). 


g- Who - had brought you to attend the meetings of the group of 
mass organisation and health training? 

~ Vatsala bai (another woman of the association) invited me to 
attend the meetings. We were taught about diet, back pains» 
and women’s health. I thought something will come one..of it. 
I have been to Paud (taluka place) to attend health meetings, 
although people were ridiculing me. In my mind, I was afraid 
and hesitant. People should go ahead, as we do; they should 
learn how to talk and to express themselves. 


Q- What were your expectations when you started attending these 
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meetings? 
I expected education. 


tar expectation grow? : 
, if 50/- per month) was paid to 


As long as I was getting 


Q- How did your mon 
At the start, an honorarium (Rs. 


tinued. 
us and later this was discon 
Rs 50/- I was attending meetings. But, why should we go 


visiting houses, if we don’t get money. People were saying 
“While you were getting money, you were attending meetings. 
Now, if you don’t hold meetings it is because you don’t get 


money more’. 


(The interviewee agreed that she was motivated by the 
honorarium at the beginning and that being not prompted by other 
reasons, she stopped attending the meetings when the regular 
monthly honorarium was discontinued. Moreover, honorarium was 
given only to those who were taking time to visit other villages 
and other houses. Then, in course of time, she came again). 


Q- What may explain the failure or the gmall success of this 
health work? 3 

- I conduct meetings but people say that there should gain 
something to their advantage from these meetings. Otherwise, 
why should they attend meetings if they do not gain any 
profit. | 


Q- But did you give health education to people? 
- Yes, but people say : “It is because she gets money”. People 
want more profit. 


Q- Why then did you start at all? 
- Health is our question. If we study, we shall inform people 
afterwards. But still people will say : “ We know 


everything... Why should we listen to you and be told, time 
and again, the same things?" 


Q- Of what use is your work? What can remain of such efforts? 

- Government nurses, doctors used to come for er tiak 
treatment, but not to give any information. Now people think 
that they ought to go and also - consult them Previous] 
Government doctors were considered as big men and eS 
Now, because we have given information dixeetil to salts 
about health, people have become acquainted with aE 


questions and do not fear th 
e doctors gs 
ready to go and meet then. 0 eee 
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(3) 


As you are not Biven mone 
what would you do now? 

I would not be able to go and visit ot 
go on foot wherever it is possible. ; 


y for your travelling expenses now, 


her places, but I would 


About women, what do you think are the main tasks to be 
undertaken? 

To give them elementary health education, to motivate them on 
drinking water problems so that they themselves go and meet 
the officers and to make them bold, strong and assertive, 
these are the main tasks to be attended to. 


About medicines, what is the attitude of people? 
People say that we should give them medicines free of charge, 
as the government gives them free and hence, we should do the 


Samé. They aleo, tell us : “You get them free and you. sell 
them -back”". 


Mrs. Ghare (She attends the monthly training meetings since 6 
months. She started health activities 2 months ago). 


What is your interest in this health work? 

I did not know anything about it. Shinde bai came to met us 
and informed us about HA. Adults and elders started calling 
both of us names. "What is the use of all this education, 
asked people. Still, along with Shinde bai, I started going 
for these meetings and I liked it. I thought I should do the 
same work. People around me did not like it. I thought that 
I should still go. Slowly, my liking increased. 


Why? 
I realised that as we had no education, we were not able to 
do anything. I was convinced that health is an easy work and 


that we could do it. 


What were the reactions of the people around you? 
People call me names. They say that I get pills free and 


sell them. 


What about money? 
Even if there is no such monetary benefits, I shall continue 


to come for getting education in health. 
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group of already existing HAs. These answers are V His mane = 
the reasons given by the group whose interview 


hereabove (cf. 22-23). 


- “Why should we not welcome the information on health? We 

| shall at least draw some personal advantage from it. Baris us 

nd try to profit by it and improve our own health’. 

~ Happy experience of being able to understand, after the 
initial feelings of fear and a complex of mental incapacity. 
The successful learning attempt destroys feelings of 
inferiority which were predominant at the start. "I am not 
jgnorant. I can also understand something” is the common 
feeling among HAs. 

- Growing feeling of self-confidence as the training goes on. 

- The work consists in giving information against diseases. 
The ability to impart this knowledge gives the new HAS a 
growing feeling of self-confidence. 


see a 


- As a consequence of these efforts against illness, ‘some of 
our sorrows and ailments also diminish’. 
- The realisation that in the society, some people are ready to 


listen and able to understand and accept, becomes a support 
to the work and acts as a mental backing. 

- Satisfaction of realising that thanks to the mutual support 
of several HAs, the opportunity of discovering a new way is 
offered. This brings about a sort of happiness. 


At Panshet, on the 5.3.87, 20 HAs assembled for a collective 
self-investigation conducted in small groups of 5 people, in order 


to articulate their perceptions with regard to the 2 following 
questions 


What do we consider as the most important and specific 

aspects of our personal experience of health work? 

- ea changes do we finally aim at bringing about in the 
society at large, by means of our health activities? | 


; In the aries. week of May 1987, 8 HAs from the Rihe group were 
also collectively interviewed = on the same questions The 


cpl and the reactions of all of them mainly stressed the 
Ollowing recurring themes which we specify in the words. of the 
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(1) 


(2) 


(3) 


(4) 


(5) 


First of all, “on account of health issues, I am going from 


village to pi ddags, visiting people". "To go and enter into 
every house" is perceived as a norm of the health work. ‘To 
personally go and talk to people". “I meet and exchange 


views with children, women, men on health and any other issue 
which proves of interest to them. I listen to them, even if 


they are angry; they will progressively understand and 
change”. 


"I hold meetings where women and men sit together”. “To 


bring people together” defines the specific objective of the 
visits to people and villages. 


“My wish is that they think for themselves, expose their 
problems and continue to always think and» “hold meetings. 
People will realise that there is nothing bad in doing so and 
that a way out will be found if they attend such meetings and 
tackle their own problems. Everyone should think and 
whatever be the issue, if it is a people’s issue, our aim is 
to make people and fight with the Government on these issues. 
Whether it is health or school, once we have thought about 
it, some change is bound to happen”. 


“T wish to make women bold. Previously, we were just staying 
at home, we had no jdea about health, no habit of talking 
with the others; we never reached any officer, we did not 
know where they were nor what to tell them; the same with the 
police. We were not given any chance to talk nor to learn 
some thing. Women did not know what a meeting is". Now 
spontaneously, on. my own, I go and meet Govexnment Officers 
and address them. Fear of notables goes away. We are all 
human beings”. A ke 


Once we have sat to talk on health, one has also to talk 
about any difficulty facing the people and that people will 


express". The common fact is that besides the questions of 
health, all local issues come into discussions : drought and 
want of work, drinking water, etc. “When we go from village 


to village, sit with people and start thinking, then, once 
some people have come together, we learn how to put an end to 
our difficulties ourselves, we consider the questions of our 
needs. We start gaining an understanding about health 


policy, employment guarantee scheme, the way to obtain food 
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(6) 


(7) 


(8) 


the obstacles to be overcome to succeed, how the 


grains, 4 
ink about us . 


officers do not th 


mension is pervasive as the process which 
ttitudes. "If we inform people 


on health, they will come to understand why their health is 
deteriorating: if they obtain good food grains from the 


Government, their health will not deteriorate; if they clean 
use powder and draw dirt from it...;, if they eat 


A self-education di 
leads towards self-reliance a 


L, 
pes a {f we get clean water... our health will not 
deteriorate. If women are aware about health, they will keep 
their home and their children clean. Cleanliness is the duty 
of women”. 


“How long have poor been misinformed and kept ignorant! I 
wish to see as many of them as possible properly informed. 
Every one should get he same knowledge as we have got, so 
that they may also afterwards, spread this information among 
others. People should entertain the same ideas as me about 
diet, sanitation, water pollution by factories, field 
pollution by chemicals and fertilizers, price hike, supply of 
damaged food grains in the ration shops, smoke at home, noise 
of radio sets. I myself, used to put the radio very loudly, 
not knowing it was giving me headaches, but now I have 
realised it". "No use of getting knowledge for oneself : we 
have to discuss with others”. 


"Now, people are convinced that their condition can improve 
with simple procedures which are right within their reach, 
without the need of doctors, without much money, without 
expensive medicines, without insulin, without injections 
without relying on others” knowledge. This is the eri ante 
of people. We can do something by ourselves. We should do 
it on our own, starting with our family and training first 
our children and then tell others. The central concern is 
“What could people do on their own?”. 


eA, «= women ag united, they will go and together put a 
upon e PHC and take advantages - 

saat Saat the Government. If they Re ae 
ns ee Benen iy eat. Me people are ready to demand work, 
pee. aa a a petition and once people are ready and 
wri a ves to go and expose their problems to the 
shal n somebody will finally listen to their 

s. We must establish close and personal relations 


ta 


(9) 


(10) 


oa) 


(42) 


isle obhex people to make them aware of it (eg. river 
pollution by factories); as a result, they will finally take 


initiatives; instead of meeting the managers who earn 


Rs.2000/- per month, let us go and mix with workers and 
villagers in the places around, and assemble them so. that 


seer act upon the problem together and thus, train like- 
minded persons". 


We exchange with the patient. We inquire about his state. 
We discuss about the reasons of diseases and many other ideas 
and topics. You ‘are ours, say people. Are the doctors ours? 
When we take into account the mental anxiety of the sick and 
thus, they get support an feel better. People have many 
psychological worries, mental diseases and doubts”. 


Why do we provide health education inputs and not just limit 
ourselves to just distributing? -To improve our society and 
to awaken the people. Veterinary doctors do also give 
medicines to animals without informing them nor talking with 
them. Man is intelligent and can understand how to control 
the diseases that affect him without depending passively upon 
others. Man can think over his situation and know the 
reasons of his illness. We make people “aware”. 


"Previously, I used to be afraid of social pressure. A 
always bowed down in front of the god because of mental 
stress. During the monthly menstrual periods, I was always 
made to sit outside, was not allowed to serve food to my 
children or husband. I was made to fast for these 4 days and 
was not even given a change of clothing as the lepers. Now, 
I have discarded this god’s fad. Without hesitation, I 
explain the scientific reasons behind these superstitions. 
I reply boldly, why a couple may not beget children or only 
girls : some men understood and stopped beating their wives 
or harassing them for such reasons. We are bold to talk 
about menses, sexual intercourse, etc. We don’t feel mental 

strain nor inhibition on these matters. Superstitions have 
disappeared from our mind. Why to spend money for god?” The 
information consists in eradicating wrong traditions and 
religious practices. Mental freedom in these matters has 
become a shared experience er ei. HAs: 


"We (women) can achieve something’. Usually, only male 


leaders are knowledgeable persons. As a matter of fact, 
well-off and influential people know but do not share the 
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“stupid and ignorant women”. 


ith 
especially W ate leaders brand us as 


tand?”. 
“What could they unders agit yim 
fools and point out to us as being at fault, culpri g 


e rience 
always the wrong thing; “It is your fault! The as 5a 
of health work carries the perception of one’s own P 


capacity. 


information, 


(12) Moreover, “we take lead on our own” in several set ot of 
public life. This experience of activist leadership breeds a 
deeply altered self-perception which challenges the male 
supremacy : “If a girl is educated, she will be able to stand 
on her own feet. Then, will the boy really remain the light 


of the lineage? If a girl knows something, she will be able 


to maintain the house’. 


d) Structural requisites and progressive stages. 


A special attention should be drawn upon two main essential 
structural dimensions of the processes through which rural women 
from lower social strata are progressively led to assert 
themselves as HAs, viz. to perceive themselves as social animators 
“with health in hands". The first one is the attractive example 
of another rural woman similar to her engaged in health animation 
work. The second one is the time factor. If no HA can without 
contradiction and unavoidable deception be externally appointed, 
the psychological move which results in positively volunteering to 
act as HA represents a show process which may usually take 
between six months and two years (if we take as reference the 
experience of the 12 female new comers who joined the Panshet 
group between August 1984 and March 1987). And this psychological 
move results itself from the mediating role of a former female HA 


whose example is appealing. The scenario usually comprises of the 
following stages. 


(1) Visit made by the previous HAs to the village of the 


oe future volunteer. "So and so came to visit our 
oy ea he Saw the advantage of their work as we had not 
o go to hospital..., they held a meeting in the village 
they gave information about health s Stage as 
announcement. . «ee 


(2) Invitation made by the visiting HAs to the 


to come and see, women assembled, 


and attend a meetin ; 
you come with us?". Stage of cali a ae eg ate 


3 A , ’ , 
(3) liking arises in some potential volunteers “I thought of 
re) 


Ta 


(4) 


(5) 


gone toe. = "I thought that the HAs of GDS were i nr | 


thought that I should go and get information about health". 
Stage of wish. ) 


Casual attendance of women’s meeting. The liking increases. 
More information is obtained about health work and children’s 
care. This attendance is sometimes facilitated by the fact 
that a few other women from the same village of hamlet are 
also going to attend the same women’s meeting. Otherwise, 
the potential volunteer will go alone and the decision needs 
more courage and capacity of initiative. The experience of 
Mrs. D. Dh. Vatane, from the village of Kolshi (Velhe tal.) 


‘is typical. "The HAs told me : “Follow us! Come with us!° I 
did not dare. But I went to their meeting by another way. I 
thought : “I can also go alone! ‘It set my heart beating. 
Not, 2 or 3 women come with me. I realised that your work 
WAS a genuine one. I thought : “This is not a bad thing’. 
To-day (viz. 4 years later, on the 5.3.1987), I brought some 
one else with me to attend this health meting”. As a matter 


of fact, 4 years ago, D. Vatane had attended only 2 monthly 
meetings and then she stopped coming again for 2 years, 
because people called her names. But she thought over it 
again, realising the advantages of the health services 
offered by the scheme and of the information imparted. She 
wished to go and sit again with the HAs in their meetings. 
She joined definitely. “I came again on my own, 2 years ago 
(January 1985)_ and now people shut up because I give them 
pills and fever comes down". Stage of contact. 


Time of acquaintance with other women of GDS and female HAs. 
There is no immediate jump into such a new role as it. might 
happen when an employee accepts an assignment to a post ata 
certain date (as in the case of the CHW). One reason is the 
pressure of the public opinion : in Panshet area, for 


anstance, Marathas looked down upon Dhanagar women and at the 


initial stage, GDS was branded as a Dhanagar organisation by 
the Maratha population. As a rule, the low social status of 


the female HAs is a permanent reason of a naturally reluctant 


welcome and disinterest. A prolonged time of personal 
acquaintance is therefore necessary to overcome this 
difficulty and give room for respect and confidence. This 
takes the form of attendance of meetings of GDS, health 
training and health camps, participation in demonstrations, 
to understand the teaching of the doctor. At a later 


etc. 
the existence of a previous group of HAs works as a 


stage, 
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female new-comers do not nowadays 
| sure and the deriding that the 
In the meantime, the 


stage of initiation. 


moral backing + the 
erience the same strong pres 
of HAs had to face. 

posed. 


exp 
first badge grouP 
population has become better dis 


health r e experience of 
mere Oe ns ect. HAs held a 
M. Bh. Bamgurde is typical in this resp ; 
People objected : She is not 
educated, how will she go to attend the training?’ . As 4 
Government CHWs are literate, the population had doubts a “a 
her capability to become a HA. Ramabai (the experience 
HA from another village) said "We give from our hands, we 
give from our brain; they (CHW of the Govt.) give from their 
books". As ‘people could see that the old uneducated Dhanagar 
woman Ramabai was able to properly give them medicines, they 
did not object to Ramabai challenging them : “How many deys 
shall we do this work for you? Appoint this lady from among 
you and your village will improve. We come from far away. 
If you send your woman, she will help you afterwards”. 
People thought : “As Ramabai gives pills, you also will go, 
learn and give us pills". Stage of collective assignation. 


(6) 
Mrs. 
meeting and she was selected. 


(7) A sense of commitment. Nowadays, the Panshet local group of 
19 female HAs comprises of Dhanagar, Mahadev Koli and Maratha 
women who are friendly and supportive to one another. They 
are no more afraid of the sarpanch at Admal who locked the 
temple to prohibit women assembled for a meeting from using 
the temple as the venue. Today “it is easy for a lady from 
the same village to collect women for a .meeting”. 


“Previously, there was no meeting in our village. Now, MI 
take meetings. I.repeat what I have learned from the doctor. 
I inform people and give them medicines. We must teach 
Others". "I like to be able to meet more people, to go and 
visit other villages. Peopl@=t60 like. 1%°% Stage of 
animation. 

e) &n__example showing that health issue never appeals as 
such, independently. 


Two women in their 40s, from the hamlet of Buhirwadi (350 
eeepc), near Man (Mulshi tal.), were new comers to the group of 
HA’s of Rihe, which they joined in January 1987. We can 


distinguish the following ste 
Ps. i 
relate it. pp 3 experiences, as they 


(1) There was firstly, a sort of prée-announcement made through 


Casual talks by third persons about the activities of women 


fe, 


(2) 


(3) 


(4) 


(5) 


(6) 


(7) 


from near by villages. “We heard in April 1987, that women 
in their hundreds organised a demonstration at the Taluka 
Centre (Paud, October 1985). We had no idea about health but 
our men told us that women had gone to Paud and done 
Something about drinking water". The news was perceived as 
an attracting testimony about the fight of other women from 


RAR villages and found a deep echo which lasted 
ong. 


In the course of 1986, Hirabai, a female HA and local 
animator of the women’s group of Rihe paid several visits to 
the hamlet and assembled a few women : “Let us do something 


on our own’, she said while relating her own experiences. 


The two women were interested. They attended two meetings of 
women organisers held at Rihe, to see the HA work for 
themselves. A visit to relatives residing at Rihe helped 
them overcome their fear of joining a meeting attended by 
others, in another village. . 


In October 1986, Hirabai and two young male animators 
attended a meeting at Buhirwadi called by two local women 
where 12 young men, 20 women and 12 young: girls assembled. 
Explanations were given about the health work and the other 


activities undertaken by women in the area. Everybody was 
enthusiastic and local men backed. the women’s health 
initiatives : the two women were selected as HAs. 


Hlirabai continued to come regularly every month to hold 
meetings in the hamlet. As a result, women of the hamlet, 
accompanied by some men took the initiative of going and 
meeting the BDO, tehsildar, etc. at Paud, to submit their 
demands for light and water. On the 5 February 1987, light 
was given. The prestige of the Buhirwadi’s women spread to 
the next hamlet: “Why should we not have light also in our 
hamlet?". Later on, Buhirwadi got also a borewell. 


Meanwhile, since the beginning of 1987, besides the health 
training meetings and camps the two new HAs visit regularly 4 
neighbouring hamlets, talking about health. They arranged 
two seminars on health (18.3.87 and 20.4.87) with the 
cooperation of Government health officers and nurses. 

They take the initiative, every month, of holding a meeting 
in the hamlet where, through health and _ besides health 
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(8) 


f) 


(1) 


(2) 


(3) 


(4) 


(5) 


(6) 


(7) 


Health would not be 


| be raised. 
issues, any other issue may 
sufficient to establish contacts with people and la 
"People express their difficulties ‘~ We have no Work, 
— we will obtain work 


- together, 
what will you do? If we go : 
(under Employment Guarantee Scheme)". At a seminar, local 
women were heard addressing the Government doctor in these 
terms : "We don’t get information (about health) just by 


giving money to Health Officer’. 


marize their experience in these terms “We 
have learnt to talk. Until now, we were not even able to 
express ourselves in the hamlet. We got courage. We became 
bold. And because of this, we went to seé the mamletdar and 
brought him here. Then other women put confidence in because 
“you do something for us", say people”. When the maletdar 
came to the hamlet, they were on his heels. 


The new HAs sum 


Conclusion : THE GRAMMAR OF SOCIO - CULTURAL ACTION 

These analyses stress the following processes :~ 

Personal acquaintances and a prolonged time of a “wait and 
see" attitude preceded any decision. The example and the 
concrete testimony of some one else are necessary as Aa 
preliminary step. 5 


A clear invitation to join was made, not to elicit a purely 
individual move but a commitment to participate in a 
collective effort.. | 


The initial steps were usually met with laughing, counter- 
propaganda, lack of appreciation on the part of the 
population. . 3 


The decision to join was personal and motivated by a will to 
achieve something and dedicate oneself to a task whose 
relevance was understood. 


This understanding increased the strength of the personal. 


motivation and develo j 
| ped progressively a wid 
social consciousness. eo ee 


The motivation takes momentum, in front of objections, out of 
one’s ie effective commitment to tasks which are pacers a 
as beneficial. Action generates self-assertion ae 


The group proves to be the best backing of the pers 1 
| : ona 
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(8) 


(9) 


(10) 


(11) 


efforts and commitment : these end not exist without the 


team. The small group of likely minded people is the 
essential structural factor. 


The elements of general personality development (self- 
assertion, ability to express oneself and talk in front of a 
group, - capability to understand a knowledge previously 


considered as difficult, etc...) work as a gratification 
which encourages to go ahead. 


When money crops up as the main determinant or the motivating 
factor, no effective health animation can stand. Monetary 


compensation may not go against a real interest in health and 


health education, but once such an interest is maintained by 
monetary incentive only, we cannot expect it to develop into 
a social concern and commitment for health animation and 
community organisation on health issues. 


The appeal effect on potential volunteers is proportionate to 
the cultural, material, educational, social etc. 
similarities or proximity obtaining between them and the 
former HA who invites and sets and example. . 


The interest in health is enhanced and sustained. by the wider 


range of issues dealt with in the other women’s meetings and 
the different GDS activities. 
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PART IIT 


— 


HEALTH PRACTICES 


Saw ee 


PAR EET 


HEALTH PRACTICES 


The clarification of the perceptions about one’s role and 
identity as a HA was as much the result as the cause of the health 
activities actually and progressively learnt by the HAs. By 
health activities, we mean two different types of activities - the 
health practices as activities of health care or medical 
practices and the health collective actions as attempts of mass 
mobilisation by the HAs on community health issues. 


In this third part, we shall only deal with health practices 
and its related questions. The first issue is the health training 
imparted to the HAs - its content, i.e., the knowledge taught, its 
methods and objectives, the material and means used to achieve the 
listed objectives. The description and the evaluation of the 
training and learning processes will be made by focussing on the 
relations obtaining between the pedagogy and the final objective 
of mass mobilisation on community health issues. Another theme 
will be the nature and the extent of the health care activities or 
medical skills practices, with the consequent improvement expected 
in the health conditions of the beneficiaries and the ways through 
which this improvement was brought about. The question of the 
relationship with the Government health care system and its 
officers and personnel will immediately crop up firstly, in terms 
of the concrete cooperation which was sought with the government 
by the HAs of V.C.D.A., and secondly in terms of the clash which 
could not but develop between the government health officers and 
the HAs. The final part of this section will be an attempt to 
evaluate the impact of the health activities actually undertaken 


among the villagers. 


(A). HEALTH TRAINING AND MEDICAL PRACTICES 


a) The aim and the frame-work : 
The aim of the training programme was to train volunteers - 


- in the diagnosis and treatment of some simple, common 


diseases; 
~ about those socially significant scientific health 


practices which can be easily taught and practised 
within the prevailing constraints of economic and social 


backwardness, and; 
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about those socio-economic, politico-ideological aspects _ 


related to these diseases and health practices. 


he health activists to do the 


The overall aim is to enable t 
work of “medical conscientisation . 


Though the primary aim of this training wat to Ve 
volunteers to impart health education and create medical 
conscientisation, experience showed that this cannot be done 
unless the HAs also do good curative work atleast, at an 
elementary level. This is due to two reasons. Firstly, the 
people do not initially believe that a fellow villager can 
understand and give 4 *proper’ advice "like a doctor”. They 
naturally start giving him/her serious attention only when they 
experience in practice that medicines given . by this “stupid 
fellow’ gives relief from fever, diarrhoea, worms....e@vc.. 
Secondly, some of the key concepts in medical conscientisation are 
related to the exploitation by "doctors" through unscientific 
practices like unnecessary us6 of injections. Unless people 
experience that simple looking, cheap tablets can be as effective 
as costly injections, they do not really believe that many. doctors 
exploit the people through unnecessary and irrelevant injections. 
Thus, in order to deliver health-messages through the agency of 
Village Health Worker (VHW) about the prevention of certain 
diseases or about exploitation of the lay-people by various 
“medical-people”, the VHW must practise good quality curative 
medicine albeit at an elementary level. Moreover, there is a dire 
felt-need in many villages and hamlets to have access to cheap, - 
effective curative services for atleast some common diweaeal 
Though such services cannot and should not act as substituce ie 
the services by the Government structure; atleast a part of the 
acute and felt-need has to be met, especially when taking up such 
eee aise is in consonance with the broader sauce 

eologica aims of the programme. Lastly, ae at f 
elementary curative services accompanied bs ee Le 
_@educational and medical conscientising vsdibe Oe Bada re 

een would lead toa 
Pp ure on the Government set-up to perform better; and ocean 


also lead to a better utili 
Llisat ; 
services. . or the government’s health- 


; ne overall framework is thus, to establish 
a ationship between elementary curative 
education and medical conscientisation. 


a symbiotic 
services, health 
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right from the beginning, the actual methodology was shaped during 
the course of the training by the concrete conditions in the area 
in which the work is being done; and by critically analysing the 
experiences gained during this work. The methodology of the 
training-programme as it evolved would be described in sub- 
sections, logistics-venue and training schedule; content of the 
curriculum selection and sequence of topics; method of discussions 
and aids in training; progressive nature: of training and 
importance of continuing education; special meeting for discussion 
on social aspects of health-work. 


b) Logistics-Venue, Schedule : 

Trainees ranged from years 25 to 60; mostly in the range of 
30 to 40 years of age. Training meetings were all and are still 
held regularly in several villages, at a central. place convenient 


for each group e.g.: at Panshet, on the 2nd of each month, at 
Mulshi (the attendance being irregular and not sufficient, these 
training meetings stopped at the end of “85), and at Rihe 


‘(Padalgharwadi, on the 4th of each month). In 1986, a preliminary 
intensive training (once in a week during the initial training 
period for about three to four months) started at Khed, and was 
discontinued at the beginning of 1987 for lack of sufficiently 
motivated members. At Bordi, (Velhe tal.) preliminary meetings 
were held for a select motivated group of HAs. At Kale colony in 
Mawal Taluka, preliminary motivation meetings were also arranged 
in 1986, before starting the course of technical talks by the 
doctor. 


The pattern of the continuing regular revision classes and 
further training is one day per month, on a_ pre-decided date in 
an area where HAs operate, and not at Pune (as an initial attempt, 
right at the beginning, proved inadequate and unsuccessful). 


Two types of training were soon distinguished : a first one, 
which was mainly technical and pedagogical. Its aim was to impart 
medical knowledge to the HAs, while also continuously checking the 
assimilation of this knowledge by these latter and then trying 
out adequate methods and devices for spreading this medical 


information among the population. This technical training 
comprised of two stages < the initial stage of the preliminary 
intensive training spread upon several months, at the rate of one 
day per week, followed by revision classes and COnPEREINE 
education, regularly imparted in the one day training meeting 
conducted once a month at a fixed date, by the same physician. 
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training dealt with the social, on 
olitico-ideological aspects related to ae =r 
health policy: etc. ft consisted O14 

All HAs were clearly told that 
was absolutely necessary 48 
linked to their work. Their 


The second type of 


economic and p 
work, health services, 
monthly camps of two days, shi Dir. 


their participation to these cCamr 


. tly 
their participation was direc , oe 
attendance would enable them to gein 4a understanding 


relevance of medical work, link their work with the _ ore 
of people's organisation and awakening, and ay of pone ies - e 
population to this effect, etc. HAs who failed to atten _ 
camps and showed no {interest in them either discontinued their 
health work with vV.C.D.A. on their own OF were asked to leave as 
they were were felt to be unfit. Before considering these camps 
separately, we shall first deal with the monthly technical 
sessions which extended the intensive initial teaching. 


In the government set up, trainees are required to come and 
‘stay at the training centre for two stints of one month each and 
they are paid Rs. 300/- per month for loss of wages. 


V.C.D.A. could not and did not want to pay such a stipend, as 
this practice would have transformed the volunteering HAs into 
health employees of V.C.D.A. and frustrated any educational 
attempt aiming at a mass organisation of people on health. At the 
meeting place, there were no special facilities for the stay of 
the HAs trainees used to sleep on the ground of a common shed 
usually used for the other V.C.D.A. meetings, and simple rice with 
gravy was served as meals. The trainer (the doctor) would not 
have been able to come and stay for a prolonged training , his 
visits could just be occasional and meant to support the 
autonomous effort of the HAs, far from being directed to monitor a 
health care scheme through health workers. 


Moreover, the trainer-doctor wanted to tailor the training 
schedule to suit the progressively growing responsibilities as 
pve as the conditionings and expectations of the trainees in 
note own villages. For example, it was difficult for women from 
wi, ha ares, and from a poor and almost totally illiterate 

community to go and stay at an unknown and strange place 
ae cout people. Secondly, since most of them had 
een to school, it would have been very difficult for 
eo al a oe programme. Experience nae 
, mentally exhau 

The learning process proved Becckivs onty senegal 
lecturing and usual schooling. It was, therefore decided ia 

’ , 
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to meet once a week, first at Panshet, a relatively central place 

Where the health project was first started. The training oa 
conducted for a few months in a temple or sometimes beneath a 
tree. It was literally a school without walls. Most volunteers 
would walk for ten to thirty five kilometers to reach Panshet. 
Some would manage to come by launch, as no other mode of transport 
was available. No stipend was paid, only the fare incurred in 
travel was later reimbursed for those who came by launch. At 
Rihe, Similar training was given in the same prevailing 


conditions, once a month, since December 1981. At Mulshi, monthly 
meetings were held from 1981. 


The training would start at around 11 a.m. and would continue 
till around 4 p.m. with a short lunch-break. 


The first major part of the training was completed in twelve 
sessions spread over a period of three months. The same training 
is still being followed after the required revisions alongwith 
continuing education classes held once a month. 


It is important to notice that this training was often 
followed by free discussions bearing on personal or general topics 
relating to the activities of the whole organisation, especially 
to issues facing the women. On the whole, one should observe that 
it was not primarily a medical interest which prompted the HAs to 
join the meeting. These health meetings often dealt with issues 
facing the organisation as such, and sometimes decisions were 
taken regarding steps to be taken to face these issues. 


c) Content of the curriculum : 


The selection of topics and their sequence was tailored to 


the basic aim of the training programme. Thus, those common 
ailments simple to diagnose and treat were taught (common fever, 
malaria, diarrhoea etc) along with the socio-economic and 


politico-ideological aspects of these diseases. In the beginning, 
a few sessions were devoted to anatomy and physiology, nutrition, 
etiology of diseases and the general principles of treatment of 
these diseases. This was necessary to impart some scientific 


grounding in health-sciences. 


Before providing training in direct medical aspects of health 
care, an orientation session was held on the status of medical 
services in that area, and the importance and perspective of this™. 
kind of work based on Village Health Workers. Sa topic was 
again discussed later, much more extensively and in some depth at 
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the bimonthly shibirs. | 
on anatomy and physiology; the 
ecifically included since the 
tem led to perpetuating a 
The oppressive custom of 
e during menstruation, 


imparting knowledge 
jive system was sp 
ings about this sys 
which denigrates such issues. 


i i touchabl 
women being considered impure and un | | 
the presumption of the wife being considered responsible when 


couples are unable to beget a child or a male child; vee avoidance 
of vasectomy by men...ete., such topics which are not included in 
the curriculum of the VHWS in the government programme or other 
such conventional programmes, were felt to be very interesting and 
especially by the women volunteers. 


While 
subject of reproduct 
many prevalent misgiv 


culture 


useful, 


After a short introduction to the pre-clinical subjects, two 
common problems - fever and diarrhoea were taught. When these two 
problems were properly grasped by these volunteers, through 
practice and regular monthly revisions, only then, a new common 
disease was taught - i.e.. worms; a seasonal ailment like scabies 
was taught when scabies was on the rise during that season. The 
principle was to train the volunteers in a step by step and 
practical manner, taking into account the most urgent needs of the 
day. . 


Socio-economic and politico-ideological aspects of medical- 
care were specially included in the training related to each of 
the diseases. An idea of how this aspect was interlinked can be 
had from an example of the discussion on non-medical aspects of 
diarrhoea are dealt with in Annexure I. 


Within a year, the training including all its components and 
a inte was completed. Further on, only revision and updating was 
sic? a ha After this training, the HAs learnt the management . 
diarrhoea, malaria, cold and _ cough, simple : : 


fevers includin 
measles, acute, watery ear discharge ; 
? 


. oe worms scabies 
conjunctivit j i , . 
4 b is, dressing of wounds, side-effects of different 


drugs i 

ahaa ae to pregnant mothers about importance of 
use of Pes conte dee "9 arama! Pr 

3 : - utio 

on A deficiency. They could now pe: oo .. : na 
misconceptions related to causes of diseases rosea 
problems like sterility. They could 
sterility, injection-miracle, tonics 
mothers and children, etc. : 


bodily processes and 
educate people -about 
vaccinations of pregnant 
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Some of the aspects of primary health care that could be 
taught to VHWs were not included in this training programme (for 
example : some details about under-five care, antenatal care, 
contraception, etc.) since the inclusion of such topics would have 
been futile, given the lack of existence of these medical care 
facilities in this area. This non-governmental health programme 
could. not provide and did. not aim to provide these medical 
facilities, its aim being primarily health-conscientisation. A 
knowledge which was not reinforced by practice cannot be retained 
especially by illiterate people. Hence this deletion. 


d) Method : discussion and aids in training : 

Firstly, alot of importance was given to the method of 
discussion. We never felt it enough to just give a series of nice 
lectures. Each trainee was encouraged and even made to speak out 
during the discussions. Each one had to express all the important 
points on her/him own. During the revision classes, the weakest 
person would respond to a question to begin with and others would 
progressively correct the answer. The doctor would intervene only 
when necessary. A shy, diffident group turned into a confident, 
articulate one in a year. 


Role play was sometimes used as a tool of self expression, 
analysis and self learning. One HA becoming a patient, an other 
one becoming a health worker, with others participating from side- 
lines with. stray remarks and giggles. Role play brought out’ the 
kind of strange queries, remarks, arguments that villagers would 
make in actual situations. 


Pictoral charts were used in the teaching of anatomy and 


physiology. A small booklet containing attractive coloured 
diagrams of different organs was supplied to each HA. This was to 
be used in explaining the human anatomy in villages. A booklet 


depicting with photographs, care during pregnancy and child-care 
was also supplied. A file containing diagrams about reproductive 
system was given to the group as a whole to be circulated in 


different villages one after another. 


A visit was arranged to the Vadu Budruk Project sponsored by 
the KEM Hospital, Pune, to see the working of this VHW-based 


systematic health intervention programme. 


To enable HAs to give correct doses of different drugs to 
pictorial dosage charts was given to each of 


, -froups, 
different age-& fo! nad” <a jlliterate people. 


them. This chart could 
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he health conditions existing in 


t 
ing y the HAs among the 


hs were taken show 
photograp hs were circulated b 


th area. These photograPp | é 
a ti during their home visits and meetings g 
a ee with the help of a small viewer. The 


transparencies viewed 


fragility and difficulty of maintaining the slides in 4 good 


condition made this use rather precarious, despite its 
-e also, arranged. But the best 
attractiveness. General shows were ’ : cna 
way of using these photos proved to be by getting them pr 
a bigger size and displaying in a plastic folder, so that they 
could be easily carried from house to house and seen at a time by 
a small group of assembled people, creating a situation of 
collective self-expression in front of a picture exhibiting an 
image of one’s own reality. Such a means could not be used on Aa 
wide scale on account of its high cost. It is observed that 
photos or pictures depicting the health situation of other areas 
or countries were not so much attractive nor so effective. 
Cartoons about the health care system sand its exploitative 
functioning were also used, as well as a set of 10 posters on 
diarrhoea. A set of slides was also used about women’s 
reproductive system. Two booklets on diarrhoea and child care 
were effectively photocopied and diagrams on women’s diseases, 


women’s reproductive system, diarrhoea and injections were also,’ 


successfully used. 


On the whole, regarding the use of pictorial material, two 
ways proved easy and handy : either in the form of posters, or 


photocopied diagrams (possibly big size photos) all of then - 


under protective plastic cover. As a principle, with the 
exception of posters which relate simply to purely scientific 
information, this pictorial material should always depict and show 


the local realities as concretely as possible, for the population: 


to understand its own social, cultural, economic, political and 
ideological import, and react directly upon it. Such pictures do 
‘not need explanations from outsiders and experts to be sa § 
understood. On the contrary, when prepared so a 
Senesa com of an external clarification, the 
‘ae. oo ae be the ones which were no allegory nor an a 
or ease ification of a preconceived idea, but those which 
air ag significantly true of the actually prevailing 
patterns and social relations, because they operated as 


+ 


as to avoid the 
most effective 


As conclusive remarks and final eva 


luation, 
principles are stressed by a male HA Penge, 


Pandit Padalghare, who 
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late pas | 
r became a full-time organiser of the movement. The focus of 


hi eyadning , according to Mr. Padalghare, should be on 
aie and mnowledge, aS against medical practitioners who 
point to retain these latter for themselves and thus 
mystify the same. The sharing of a demystified health banae 
ratibaeittiaa: and the concern on the part of the doctor-trainer that 
this knowledge be grasped and mastered by the HAs was the unique 
gee ae of this project. This actual understanding was 
pen tinnnes ty and carefully checked by the doctor in-charge of the 
training. This knowledge gratified the HAs with the encouraging 
satisfaction of being able to know some thing useful and to spread 


it to the others. This contentment proved one of the first 
rewarding and inspiring experiences. 


The second remark relates to the predominant interest and 
effectivity of any health education through action. This action 
was particularly appreciated by HAs when they were requested to. 
enact their practice, experiences and educational attempts through 
short dramas and role-plays. It was felt that these learning 
devices could have even been given more prominence. They should be 
considered as more effective than lectures, books or 
photographs. The dramatisation of the HAs” experience was 
certainly the the most appropriate learning method to 
achieve the immediate tasks of people’s education and to reach the 
final aims of people’s organisation. 


The third remark came up with the observation that the 
technical training could also very adequately be imparted through. 
actual experimentation and not just through verbal information. 


e) Continuing education : : 

Continuing education was definitely, an integral part of the 
HA’s training. On a permanently fixed date, a revision-cum- 
training session was held every month. The aim of this session 
was to revise, reinforce the teachings, discuss, question, and 
thus add to the existing body of knowledge. It was only through 
these revision classes that the illiterate HAs could gradually and 
fully grasp the knowledge that was imparted. These classes 
improved the articulation of the HAs who were gradually able to 
people on health more properly and with greater ease as 
internalize the concepts taught-to them. Health- 
primary aim of . tas 


educate 
they could 


education/conscientisation being the 
these classes were of paramount importance. It was 


f a HA missed a few revision-classes, this affected 
Such intense revision-sessions 


programme, 
observed that i 
his/her accuracy and articulation. 
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Government’s VHW training 
d to be sung in the village 
tly summarizes, through a 


are conspicuously absent in the 

programmes. A theme song that coul . 
meetings was written. This song ee, 
few examples, the perspective of this work. 


Bi-monthly camps - : 
f) 85), a two-day shibir was held at 


three years (1982- : ai 
For about second Moun The participants stayed 


in the two day meet. Since 1986, 
similar camps were held at Rihe. A few meetings were held at 
Mulshi. The focus of these camps have slowly shifted from health 
to themes and issues relating to women. Such themes are a direct 
follow-up of the health camps which at the end of 1985 were 
specifically focussing on themes and problems of women’s health. 


Panshet during every 
together and participated 


The bi-monthly camps were devised to transcend the technical 
and pedagogical objectives of the monthly trainings. Very soon, 
it clearly appeared that this training was not sufficient to help 
the HAs develop the ideological motivation necessary for them to 
undertake their health work in a proper manner. Wider concepts 
about health and a critical socio-political consciousness was 
necessary to give their activities a definite direction and a 
perspective to the whole organisational process of which the 
health work was just a part. The bimonthly camps were meant to 
initiate, in-depth discussions among the HAs on the social, 
cultural, economic and politico-ideological aspects of health- - 
work. A sense of togetherness and organisation was also, fostered 
by such two day residential camps. In each camp, a few key- 
questions were carefully prepared and raised before the whole 
group (very often comprising of 30 to .40 HAs, 15-20 as a minimun, 


the attendance depending upon the circumstances). An initial lead 
and orientation was given and the answers were elicited through 
collective discussions and debates. Generally, questions were 


firstly ‘discussed in small Sroups, of 5 to 6 members, one of them 
submitting his report to the scrutiny of the whole aawbeeee the 
discussions of which widened the horizon of the discusenamae held 
in eee groups. In the next shibir, the conclusions of the 
earlier shibir were first revised and then a few more k 

questions were taken up for deliberations. | = aad 


a ih ge aka results of these exchanges constitute 
en re) most of the analyses i 
of this report 
analyses expose Systematically What was vee wiih ors 
y an 


don the basis of the actual 


experience of the HAs. We Shall not restate the sets of questions 
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Submitted to the groups, in these camps, as they are the same as 


most of the issues raised in this report, with only one difference — 
that the questions were framed in an interrogative form. This 
report study may then be rightly considered as the outcome of a 
‘self-analysis process, monitored by social activists under the 
direction of a social scientist, as a central moment of a wider 
attempt of participatory action research in health undertaken by 


HAs hailing from some of the most deprived sections of rural 
population. 


B. GOVERNMENT DOCTORS VERSUS HEALTH ANIMATORS: 


a) Perceptions of the HAs about the Government doctors : 

Discussions among groups of HAS led to the following 
description of the behaviour and attitudes of the government 
doctors, based on their observations as follows :- 


(1) Where do they stand? ; 
Government doctors only attend those Taluka centres and 
villages where commodities and facilities are available. Let us 
enumerate the places where they are likely to be seen and the 
image which they project therefrom - 


- Instead of visiting the needy, they are seen sitting in 
the comforts fo their dispensaries like the government 
officials. 

- They mingle freely with people who will welcome them 
with a cup of tea and other signs of social civility. 

- In the market place, where there are shops and other 
facilities. 

- In their dispensaries assigned to them by the - 
government. : 

- They are only accessible in areas where the roads are 
well paved and are inconspicuous in the mountain areas, 
where a well paved road is lacking. . 


Government doctors will always be seen in the company of a 
limited, restricted and specific category of people; with the 
sarpanch, the patil, the teachers, and sometimes the talathi and 
the kotwal. Their social place is with the leaders, the rich, the 
notables and other powerful people. They will behave civilly and 
be attentive and considerate with them. They will address them on 
their own, spontaneously and converse with them with pleasure. 
They will be seen at their places and will accommodate them 
immediately when these latter come to meet them, attend to them 
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{immediately seat them. They are always to be 
of people only whose yested interests are 


gly behave as local leaders. 


without delay, or 
seen with these set 
known. They accordin 


(2) The attitudes which motivate their way of et 
their behaviour lead them to make a show of their Peer ee 
importance and ‘greatness . "T am a great eg ai 
impression that the common people get from their suite a a 
Their arrogance is resented as they do not let others alk 
They will speak faster and loudly to cover 
or frighten the common men. Their manners 
show that the others are not worth their attention, being ignorant 
people. "They consider the poor as stupid and jgnorant”. With the | 
poor, they will be humiliating, insulting and thus, offend their 
feelings; their questions are not welcome. 


express themselves. 
the voice of others 


(3) A few features characterize their language and ways of 
addressing the common men — 


They often use words (some special or English words) that 
people cannot understand, with the purpose of not being 
understood. This alien language shows their superiority and ¢7 32 
we ask, we are left with the following answer : "You are ignorant! 
What can you understand! Why should I talk to you? Dont you have 
confidence in me?... I told you once, I shall not repeat... don’t 
ask the same questions time and again...". Doctors do not wonder 
whether we understand or not : they simply do not care for it, 
nor wonder why we cannot understand. 


A second feature consists in with holding information about 
diseases and just handing over medicines. They never impart 


knowledge nor show any readiness to impart knowledge or 
information about health and diseases. 


They are mainly concerned with cases of “family planning" 


(read population-cont i 
ee ntrol), and do not give due attention to the 


ae regarding money is another main feature of their 
. efore treating the patient, the qd 

; octor or his clerk 
first investigates whether the patient would pay for his services 


If the patient is poor, he 
’ may be sent bac 
later, or another day... Money k or advised to 


aspects that interest the doctor. 


come 
and injections are two main 
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a he doctors would also easily retrench themselves behind the 

and rules of the Bovernment. "I cannot break the rules and 
laws of the government” i Doctors remain unaccountable to the 
people and consider themselves above law. They appear as the . 


Servants of administrative regulations and the technicians of 
procedural rules. | 


On the whole, these observations point to the following 
trends - a | 


Doctors of the government are a part of the administrative 
establishment. They cannot reach those areas where there is no 
road, they sit in a chair as any officer concerned with the symbol 
of his authority, they are the servants of an administrative 
) decision, the Family Planning policy and are first of all, guided 

by the rules and laws which define their role of medical 
administrative servants. People’s health is not their main focus 
or concern. | 


As parts of the social establishment and located at a high 
position in this hierarchy, they move at the level of the local 
positions of power. 


One important means to keep this position, is the denial of 
sharing of knowledge, the retrenchment behind a hidden and 
mysterious knowledge which the common people cannot understand and 
should not understand. The withdrawal of information, under the 
pretext that ignorant people are incapable of understanding their 
high knowledge, places them apart from the common men and helps 
them to maintain distance. 


b) Clashes with the government health care system : 


HAs express the reasons of conflict between themselves and 
the H.0O.s of PHC and their personnel as follows. | 


(1) The doctors are alien to the common man - 

“Our main expectation is that the government doctors reach 
us, the poor, who need them. They never attend to us. They 
remain accessible to only the Patil, the sarpanch. They never 
make any house calls to the rural poor. They only meet a few 
personalities and enter into their houses. 


“Por instance, we don’t know what the word “nurse” means. 


People have no knowledge about her. We asked the H.O. of the PHC 


of Paud to send us a nurse, he just promised but nobody has ever 


95 


come to date’. 


thanks to the firm insistence of HAs, 
them to vaccinate children. HAs 
The doctors promised to come 
the HAs. But 


Once, at Sakhari, 
visited and HAs helped 


and assembled the people. 
Dudhavan, under the pressure of 


doctors 
motivated 
to another village, 
they never came. 


The deceptive verbal promises of doctors to the HAs are a 


permanent subject of tension, diffidence and disgust with the 


government health care system. 


Another matter of clash is the government personnel’s 
insistence that, the village women be brought to them for being 
sterilised. The argument they put forth is that “Government CHV 
personnel do it, why should not the HAs give priority to this 
too?" The reply of the HAs to this is “You do not provide 
protection to our children against diseases and as a result, many 
die. First come and attend to our children, save them and we 
shall bring you plenty of cases otherwise, why should we be 
operated?” 


(2) The system is not directed towards the people. Those 
HAs who have been taken up as CHV in the government scheme, 
narrate their experience as follows : (Several examples of 
doctors” verbal behaviour here below reported should not be 
generalized nor taken as necessarily referring to their actual 
behaviour. Even though taken as jokes or replies given tit for 


tat, their symbolic value can not be Overlooked. We relate them 
as such). 


“During the training meetings organised by the H.0.s for 
cigs CHV staff every month, the doctors and their CHVs oretend 
ag = Se visit the nearby villages regularly to treat the 
ee ae S protest that they have never seen them, that 

ake deceptive promises and do 
(except for recruiting family planning 
and their CHW look down upon us, 
much and had better to shut up in 


not come at all, 
cases) government doctors 
repress uS as women who talk too 
front of government doctors. 


tak When we asked the doctors in these 
ake mon 
«eS eit Soap labia regularly, although you are paid. “hy the 
yourself fron a. oe Bot angry and replied “You take money 
People too and you ; 
you?" D ; are government CHV, . 
octors insisted and added, addressing a dai : ead. : 
ore 


meetings : “Why do you 
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conducting deliveries, 


you must first take money from the people 
concerned. 


Doctors advise their CHVs to stay at home and not make visits 


to their patient’s residences. Where, is then health service 
available for the people? The Government sponsored CHVs do 
tide We, the HAs, advise people to see the CHVs and demand 
services. But the people reply : "They do nothing”. People think 
of sending complaints against CHVs to the Government and explain 
thus : "They do not educate us. They do not attend to us. They 
just give us medications". We the HAs, tell the people : "It is 
your right to meet them and demand services from them. It is a 
government service they are required to provide". People reply 
“As we get relief from your services (HAs) we prefer to come and 
see you. No improvement is gained from the CHVs services. They 


are of no use”. 


HAs are directed to visit by themselves the patients and 
enquire about their ailments, by taking them into confidence. The 
HAs are educated not to give pills without prior investigation. 


In the beginning, HOs of the Paud’PHC advised their CHVs not 
to visit the people; but now, they were seen instructing their 
CHVs to visit patients at home like the HAs. 


iii) The selection process of CHVs only serves the needs of 
the vested interests. 


Regarding the selection of CHVs, the HAs complain as follows: 
“Do the people hold meetings, discuss and decide upon their choice 
of CHVs collectively? Local leaders such as the sarpanch select 
their own relatives without consulting the people. They do not 
check the applicant’s real ability or genuine responsibility. 
Vested interests are take advantage of this facility and 
opportunity. As a consequence, CHVs bow down in front of the 
doctors and behave as their mouthpieces. We, in the name of the 
people, talk frankly and dissent or protest, if necessary. We 
select new HAs after prior discussions with the people and only 
those who work for the benefit of all are selected. At the start, 
government doctors selected men as CHVs but upon our fasts teu a 
few ladies some of who'n were illiterate were See as ote. CHVs 
on their own, do not try to educate the people, still without that 


“at 


w for health consciousness 


But HOs ask us “Why do you go on prey cat 
collective manner, assemble on - sae ie 
tc. e tr 
water, vaccinations, © 
Ee eg But doctors prefer to keep the siete 
: long as nea 
ses. As 

t as it suits their purpo 

private problem and not as &a public issue ovine 
le do not talk about it openly in pu Cc, 
the health problem of the population at 


: ° 
nothing can change. Doctors do not all 


among the people. 
We proceed in a 
such 
people aware 
silent and ignoran 
is perceived as 4 

people, as long as peop 


e is no solution to egies’ 
ae Doctors recruit the CHV by telling people ee 
undertake training for three months. “You will get 


e Rs.600/- and then sit idle at home" 

ke much fuss about it, after all, if 
ncern, a question of specific 
of ordinary 


CHVs come forward, pocket th 
It is not necessary to ma 
j j te co 
health is just a matter of priva 
technical knowledge, which goes beyond the capacity 


people. 


(4) Set of Oppositions - 
HAs summarise as_ follows the conflictual 
opposes them to the government health care machinery 


relation 


ome cee a ees te ae ce ee ee ee Oe 
_ ae ate een ae es ee ian es ce cae we me is ln ek gs oe ae tn ew mr wees Ot Sea Sa Se NS SI 
eee ee ee me ee ee ee et ee ee ee ee _ 


which 


s ee Oe ae ee a on oe Oe ee Ss Or Oe Oe Sw nt ar HSS Oa Mee SOE SD CD Sew con OD <ED Cm Ome me wae Gane cane Onn Samy Aine SEE OP 


:- We go and visit the poor at his/her : 


home . 


:- We arrange to supply cheap, needy & : 


:- good medicines for the people 
:- We give priority to the people and 
: educate them. 


appropriate medicine. 


fie thier Stacie environmental 


situation at large. 

We select HAs taking into account 
the needs of the people. 

We organise people for collective 


action on health and health related 


: problems. 
- We promote health consciousness. 


oa Health to us, is a public issue and ; 


a political questions. 


ee ee ee ee a la at Sa ees Sli SoG as wae esl cst: tae stm ea nin is want mats es ces ttre Sa ec 


C) EFFECTIVITY AND IMPACT 


We cannot measure the actual 


through a statistical survey. 


We look at the patient and give the : 


effectivity of such a 
Evaluation will be 


eae eeepc win Sas A darshan <a eS Oe Me Hee ame StS Se WS Se Oe pa SU ce Gaye Se fied eum ee a meen ey SENSED SEY e 


They enter only the houses of 
important people. : 
They give importance to medicines. : 


They give importance to money. 
They just randomly distribute 
medicines. 

They do not give all the medicines: 
required to cure the patient. 

They do not pay attention to the 
other environmental conditions. 
They make private choices. 


They do not bring the people 
together. 


: They do not bother absert health 


awareness, 


Health is a private problem to be: 
solved only by doctors. 


project 
attempted by 


5 
q 
F 


eo 


. ae vil eeee Where HAs operate. By conducting casual talks 
. eapeRagEN: investigation, one will try to measure the impact 
y¥ em among the common people regarding those health habits 

of the population which are the focus of the medical practices 


taught to the HAs. We give here a few reports only, selected on 
account of their representative validity. 


. (1) At the village of Borkarwadi, in September 1985, where a 
ady had been selected as HA about one year ago, the investigator 
entered the village without any special purpose : he approached a 


group of 6 ladies who were discussing among themselves. He took 
part in their discussion without any formality showing no specific 
purpose. All of them knew the HA of their hamlet as “the one who 


gives pills". 


Q- Does this give you some advantage? 


~ Yes. Instead of giving Rs.20/- to the doctor, we have to pay 
only 50 -paise to the HA. 


The discussion revealed that these women were conversant with 
the rehydration practice taught to them and they regularly 
practiced it. But the reason of such a treatment was not 
remembered and they could not articulate such a knowledge. The 
information given about this preventive measure against 
dehydration in diarrhoea and the explanations about the causes of 
diarrhoea were not retained. Their practice was correct but the 
WHY of it could not be articulated. 


About fever, they had been told about allowing fresh ‘air to 
circulate in the place where’ the patient was lying, but had not 
yet followed this advice. "As usual, we wrap those people who are 
sick with fever, in blankets’. The women had no confidence in the 
‘advice given to them. “Tf we do not cover the patient properly, 
he will have fits". They believe that a boy with fever has been 
attacked dJhapatne, by a spirit and consequently, he should be 
protected, completely covered, well wrapped, so that the fever 


does not increase and bring about serious fits. ” We know what 
‘the HA told, us : "no excessive heat", “allow Tresn 2aY , or 
“drink plenty of water:, etc. but we fear that with this 
treatment, the fever will still persist". At the most, they 


Sekine with spractice both known tethem and alse, oe 
by the doctor i.e. applying 4 cold compress on the forehead of 


the patient. 


About the pregnant women, there was no change in the usual 
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before’. The reason 


" as 
ge wee effectivity of 


nee of conviction about the | 3 
Doubt and atill fear prevailed. 


practices and diet. 
appears to be the abse 
the teaching received. 


lected one 
adi, a lady HA was sé 
the hamlet of Khengrewad. ; | a be 
a a a gives pills. She has not been able Te Ae 
aoe am authority. It is only through another former a. 
ee, r village that women in Khengrewadi have been 
anothe P | 


about fever, diarrhoea. 


‘ a 
(3) Padalgharwadi has a HA since the beet te 
central place from where the programe Pook was previously 
has been approached in the hamlet. jarr | Eee bc 
treated with medicines prescribed by a ‘cothanta ane ee ( 
Rs.25/-, or with traditional remedies like bibawa an oe Le. 
or bibwa : the marking nut, &¢ cued 
purge, a marking nut is burnt and some drops of its OL4 en m : 
A the milk or buttermilk). People are now avare | GHan the 
expenditure made with doctors are unnecessary. We were taking 
injections from private doctors who were visiting the village but, 
with no result. We have now discontinued this practice”. Feople 
make a point, now, to use boiled water, cover drinking water pots 
and keep the water clean with the use of alum, as unclean water is 
a major reason for diarrhoea. Pregnant women, on their own, take 
injections against tetanus from the government nurse. Previously, 
only a few people knew about it but, the practice is now wide 
spread. It is known that during pregnancies a women should take 
more substantial food, so that more milk is produced to feed the 
child. Many wrong ideas about the diet of pregnant women have 
been removed (those relating to spice, for instance). About the 
pills sold by the HA and their advantages, people have realised 
that 50 paise is sufficient instead of Rs.15/- which was 
previously spent for the same ailment, exclusive of the transport 
expenditure. There is a clear awareness that it is better to 
purchase a few cheap and appropriate pills from the HAs. The 
necessity of public cleanliness has become a matter of clear 
consciousness, "provided everybody is keeping it. No use of 
See atning only cleanliness inside the houses". About the pills 
and posecl Lom given by the doctors, many persons realised that 
doctors insist on many: Pills and injections mainly for them to 
make more money and higher profits. As a consequence, they resort 
less to doctors. People protest when HAs became short of cheap 
pills “Why have you not brought these pills for us?" 


The understanding of the people", comments the investigator, 
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4 


a fo — to bring them pills, medical service and 
Pk ci idea of self-reliance still remains weak, 
& ey could care for themselves in many occasions". On 

the one hand, “less of doctors", but on the other hand, there is a 
he tendency to now, rely upon the HA as a medical care-taker. 
e HA asks : “Why don’t you go and fetch these cheap pills or 


get them from the Government?" | 
m5 the repl { 20s 
good for?" Ply 158 Then, what are you 


“eat information do you want?" asks the investigator. “Such - 
information as will prevent us from going to see the doctor”, is 
the reply. We want information about each disease. We. want 


information about Government facilities. We want to be adviced to 
take rest and not only pills...” : ; 


The investigation observes that still during illnesses, the 
people continue to visit the saint men, temples, bhagats, etc. 
Both these methods are resorted to and practised simultaneously 
religious and medical therapies are used alongside. 


(4) An old lady was interviewed in the village of Kolawade, 
where a HA is operating for the last 12 months. 


@ - Who is the HA here? What is she doing? 
- She gives pills. 


0 = As a doctor? 
- No, she also gives information. 


Q@ - What is the information given? 
- To prevent diarrhoea, measures to be be taken against 
fever, about cleanliness in and outside the home, about 
clean water to be kept covered inside the houses, etc. 


Q@ - Will this prevent diseases? 
~ No. But there will be at least a change, some improvement... 


Q@ - Which one? ) ; 
- Until now, we were not keeping water clean in pots. 


Q - Since when did you start? 
-~ We were not taking corrective measures before the HA came. 


to clean drinking water. Eight months 


We were not using alum 
we learned it and started. 


ago, we sat together, 


- t about the HA? 
: vom otis good work She gives us information. But women. 
—_ e - 


call her names. 


Q - Who? 
- Only one lady 


Q - Why? 
- She says that the HA “should come and sweep all around, every 


where outside, instead of roaming about...; she only says 
what to do but she does nothing herself. She should 


clean. Nobody distributes pills to pregnant women nor giyes 


injection. There is no nurse here..’. 


Q - Have you gone to see the HA for injections? | 
- Yes. But she can give only information about it; He 


injections are available with her. And she is no nurse... 


\ 


Q - Why did you not ask for a nurse? 
- Those who have no children do not care for a nurse.” 


Another lady, whom the investigator met in the street of the 


hamlet, was also interviewed. She confirms that in the hamlet 
nowadays women know the practice of rehydration. Previously, 
they used bibwa leaves or another decoction, prepared with the 
leaves of a tree. They now also, boil water and people know, 


according to her, that one should drink a lot of water. 
' "Previously, we thought that diarrhoea would increase if we 


drink more water. The reason is that if we don’t drink, the body 
will remain without water". . 


Q - How does one prevent diarrhoea? 
- With clean water. This is the first point. If we keep it 


clean, when we go washing for instance, no more trouble will 
come”. | | 


The lady respondent had done it h 
erself and taken fo Z 
from the HA and the diarrhoea had stopped. | me 


Q- What about fever? 

Previously, we were using salty water 

the forehead. Now? Fresh air is lion in the room where the 

cise > gdh tt of wrapping him or her, a few cheap pills 

he 2 es fever. Previously, we were spending Rs.10 to 
; rage, on to the doctor, who was calling us, four 


applying compresses on 
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days later, to be Siven again Rs. 8/-. 
fever oceurs. Previously, 
reasons for fever. 


Now, we understand why 
We were not even trying to find our the 


Q- What about the HA? 
- She is a good one. 


* 


Q- As good as the doctor? 


= { ¢ 
Gest doctors deceive us. Now, we can know the reasons of 
diseases and save money. Otherwise, we had to go up to 
Pirnagut, to pay the bus fares, to spend on medicines and 


still get no information. 


In the hamlet of Kolawade, the HA who is a harijan lady was 
also interviewed. Since seven months, she comes and attends the 
meetings to get trained. 7 


Q@- Why are you interested? 

- We get good information. Here, who cares to informs us? 
Doctors do not inform us about rehydration processes, or 
fever... Diarrhoeas is an ailment which will never stop 
here... 


Q- Why? 
- Come and have a look at our drinking water... 


The HA took the investigator to a dirty well. 


“We get diarrhoea from this dirty water. The well has not 
been built neither in a proper placenor proper condition. There 
is stagnated water spreading all around... all the wastes and dirt 
comes down to this well, from the village. Once, we made a 
private attempt and we pumped all the water and cleaned the well. 
A second time, the gram panchayat’s money was used. Meetings are 
held about it. A reservoir has been sanctioned. Harijan people 
say : ‘Pirst of all, arrange for our clean water supply’. 
Village people first want electricity for them and not for the 
harijans. Harijans claim: ‘If you you build up a reservoir, a 
pipe-line and a tap should bring the water to our area. 
Otherwise, you re-build the well in a proper manner, as its water 
is good by itself. The masonry work has been done in such a way 
that all the dirt flows into the well of the harijans. "We have 
no objection to your re > ee But, as long as you don’t give us 
water, we shall not agree with you. The sarpanch wants the 


clean . : 
in his wadi and not in the village. The people’s claim is 


tank 


LGs 


Build up 4 tank in the village and from there, through pipes, 


bring it to the several hamlets, equally . 


unity can nowadays articulate a proper 


eted out done to them. One of them is 
but out of: fear of the 


The small harijan comm 


response to the injustices m 

t 
a member of the local gram panchayat, 
garpanch, he did not dare to talk. Once even, they collected 
money to clear the well with a pump... but without the general 


moral pressure of the whole Orgauisation and HA work among others, 


harijans would have still remained repressed and silent in front 
of the plans of the sarpanch. When the investigator asks the 


harijan member of the gram panchayat “Why have you done nothing 
“Nothing had been done before, I 


in ten years?”, his reply is 

mentioned this fact in. the gram panchayat : “Why have you done 
nothing in ten years?’, his reply is "Nothing had been done; _ 
before, I mentioned the fact in the gram panchayat .. but who 
listens to ‘me? -A lot of pressure is upon me". The health — 


information circulated through the HA has induced a process of 
awakening about their whole condition with the result that people 
of the wadis and harijan hamlet meet together to tackle this issue 


jointly. 


(5) Kondhrebai is a HA in the hamlet of Morewadi for the 
last five years. She is known to everybody as an active member of 
the organisation. The investigator held a meeting with six other 
women who described her work as follows : “She gives health 
information : from where do the diseases originate? e.g. causes 
of diarrhoea, etc. All these diseases are due to impure water. 
Then, we cleaned our water and we got a well sanctioned from the 
district. It is a clean well. Then, we assembled again and got a 
road constructed for better access to the village. We maintain 
cleanliness around the well-washing clothes and animals around thie 
Mea ee allowed. We get these things all thanks to the HA. 
oe = ae of all these things previously. Our HA likes 
be ais i 5 - physically handicapped and has difficulties 
ie a ou ‘t e road? We thought that some body would get 

: e got it only when we took the matter in our hands. 


The 
advantages of the HA to the hamlet? Pregnant women are 


; a a 5] Lo ge h 


information about it, we had 


of us is ready, but sc et * should become a nurse. One 
| sband is not “S@eqp to. 9] 
et her go. 


Thanks t 
o the HA, we get information, we understand something 
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There is no other way to learn these aspects of health. Without 
the HA, we would have remained in the same state as the former 
generation. We have now understood how to fight. About 
diarrhoea, the local treatments are discontinued: now, we give 
sorbet. to wet the body. This is the reverse of the former ideas 

we thought that a sorbet would cause fits. One thing remains 

peasant have no rest, they live in vain. Against fever, we were 
practising the local treatment salty water, wrapping completely 
the patient, no wind, confinement at home. To-day, we mop up body 
With wet cloth we give fresh air, fresh water. On the whole, 
we take in less injections from the doctors. We are convinced 


that a few simple and cheap pills can stop diarrhoea and thus, 
save a lot of money", 
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HEALTH ACTION 


ater ye oe . we mean mo ttective determination on the 
~—* we nd the population, to make an attempt to solve 
through a collective intervention, all those health issues and 
issues related to health, either at the level of the villase as a 
local community, or at the level of the taluka and district health 
administrative services, and first of all at the level of the gram 
panchayat. Health action will be considered as the indicator of 
the forms and extent of socio-political understanding reached by 
the people and their bargaining power with regard to health. As 
the “health by the people" programme aims at people’s organised 
mobilisation on health issues, this point of health action 
deserves special aitention and should be given special importance 
to assess the bearing of the whole profess of people’s awakening 
and people’s mobilisation on the health problems faced. We shall 
try to describe the health actions envisaged and undertaken, and 
analyse their process with regard to the extent and modes of 
people’s participation. The attempts of people’s education made 
to this effect will also be a specific theme of the analysis, as 
the whole process of health awakening and health mobilisation 
rests upon the educational efforts of the HAs in this direction. 


Before considering the health issues which have heen taken 
up, let us first measure up the constraints which prevents the 
down-trodden rural population from reaching a collective health 
consciousness, and secondly, observe the HAs’ ways and means of 
awakening this consciousness. 


A. CONSTRAINTS, INHIBITION AND DEPENDENCY 


Three detailed reports of group meetings relating to the 
concept of health as a collective issue will give the measure of 
the challenge that has to be faced to promote a collective 
consciousness capable of leading to community health action. 


: and to be dug over — 
Even after some months of health practice, 22 women HAs 
‘Vinstastae a few HAs who were new comers. ae a “aaa camp at 
Rihe, in December 1985, showed difficulties in Set at log their. 
ideas about health and confessed that they did not Buceesd in 
getting people to listen to their talks on health. We give a 


a) 
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S realise 
detailed report of this camp a5 it unapatensbly lene’ ice: aii. 
that no health action can properly emerge oa ee Ae 

lth perceptions which are pre-requisite to me +4 tae 
ee. movement. These three perceptions are as follows : 
Health as a basic human issue 


health as Aa public issue 
health as a matter of policy. 


bout their ideas on health, HAs look at 1+ 
the body - a healthy body means a 
wrestler of the popular 


When questioned a 
firstly, as a matter relating to 
strong body stricture aS one of & 
wrestling competitions (pailwan). 


arg to a mental condition where one 


{4s free of all worries and tensions like household difficulties, 
physical ailments, worries about children, family quarrels and 
tensions, etc.... For some, health means the cleanliness of one’s 
own environment : some defecate everywhere, spreading dirt and 
filth all around, damaging the people’s health. Some others 
understand by health, the careful maintenance of one’s own mind 
and body. Health also means a shining physical appearance - skin, 
gait, etc... or even a satisfactory drinking and eating of good 
food and wearing beautiful and clean dresses. A few would equate 
health with availability of clean and pure drinking water in the 
village well. Others would think that health means the ability of 
not falling sick and consequently, relate health with an 
environment which prevents sickness. 


Secondly, good health ref 


On the one hand, these ideas show a wide range of perceptions 
and on the other, reflect the impact of health practices of the 


HAs upon their understanding of health, within an underdeveloped 
socio-economic environment. 


When the question of health as a public issue is raised, HAs 
first of all, observe that the word ‘public’ is unknown to sags of 
the villagers. And health, more than anything else, is a matt 
of individual concern. And for many people, Babiia health Bara 
a tredtnene ... free medical services, free pills and 
personal nrbeiee ee ene being of private advantage and 
ee pees ; ie needy. In this sense, ricn people do not 
their problems e as they have enough of money to care for 
Pe as for se poor, health as a public issue would mean 

1iity of medical services Without payment 


Oth 
er people would think of health as a public issue’ only 
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with regard - i , 
gard to such epidemics as cholera, malaria, small pox 


etc. Thesg 4 
hese diseases require public intervention on account of 


their collective charact 
3 er; otherwise, h 
individual concern. oe 


HAs are now. censcious that before their recent and new 
experiences, they had never thought about such questions as: from 
where do diseases originate, why and how they develop, and what 


treatment is to be carried out to prevent them. “We had no 
awareness about the importance of a clear environment..". "We did 
not. know and still do not know what health means. How could we 


convince people about it? If we are ourselves confused about ney 
how do we tell people what it means? We had absolutely no idea 
that it was a public issue. Now we have become aware of it. We 
realised health starts with clean water, clean environment, 


sanitation. If a clean environment is maintained, everyone will 
be healthy”. 


Some HAs are aware of health as matter of preventive measures 
being taken, so that people do not fall sick. Diarrhoea, fever, 
etc. are caused by the dirt that exists all around. “Others 
should not have to suffer because of us. If people do their 
washing - upon the well, the polluted water will cause illnesses, 
for which doctors will have to be called and expenditures 
incurred. A dirty well will affect everybody. In this sense, 
health is a matter of public concern”. 


Very few HAs had ever noticed that in the taxes paid, 
health tax was also included. One of them observed that out of 
Rs.15/- paid as house-tax, Rs.7/- was earmarked for health. ab ad 
we pay for health, why do we not claim for it and protest about 
the inadequacy of health services?" This perception was clearly 
expressed by one lady HA who had taken the lead to organise a 
public demonstration on health at the PHC and at the local nurse’s 
office. This political perception did not emerge as the prevalent 


conscious trend in the group. 


b) The socio-cultural snares of helplessness - 


"We, HAs, because we conducted meetings and training on _ the 
of health, about the importance of it. But people do not 


issue 
recognise it. - Why?’ . 

One reason for the occurence of illness is their living 
conditions “They live in he same house alongwith animals in the 
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due to these 
filth They do not perceive of ill-health as arising 
th. ° 
dirty living conditions . 
ute ignorance about it. “They 


bsol 
nd reason is their a They have no desire to learn 


A seco 
out it. 


have never been informed ab 
about it’. 

socio-cultural traditions about 
4s held responsible for 
full of superstitions 


"The strong impact of the 
Giseases is 80 prevalent that the god 
everything. People have their head 


regarding diseases’. 


Poverty and misery are the other reasons which prevents them 
ci considering health as a public issue. “People do not have 
enough to eat. They are worried about making arrangements for 
their next meals. They are not ready to listen to what we tell 
them about health and they cannot spend on it”. As a matter of 
fact, as health is an expensive proposition, the poor would still 
prefer to resort to local superstitious medical practices as they. 
- are less expensive and easy to practice, instead of running after 
an expensive doctor. : 


“Any way, as a principle, people equate knowledge to be 
expensive which is imparted by the rich and not to the information 
that we, poor people, impart to them free of charge”. 


"People do not like this information because they are afraid, 
and their fear prevents them from learning some knowledge in this 
matter”. What type of fear is it? It is often the fear of a 
knowledge which transcends their understanding, alien to their 
representations and far beyond their mental reach. It is also the 
fear of breaking away from the usual set of practices of health. 
"We, HAs, ourselves, at the beginning, did not agree about what we 
were taught”. We did not dare to tell the doctor that we did not 
welcome his teaching. Only afterwards, behind, in his back, at 
home, we were criticising that we had been taught. There is also 
the fact that we did not always understand what we were told 
capacity to think is weak and limited. ' , 
reflect. How could we, on our turn, in such. 


convincing speeches to village people if 
ourselves . 


Our 
We are not able to 
circumstances, hold 


Sea. we were not sure 
aving properly understood and if we were not 


a. : convinced? We were attending the meetings and 
os sn ot doctor : but, back at our homes, we were again 

r children and housework-the work expected of us. This 
created doubts about our Srasping power. Then, we foxmena this 
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Set ahd waa such is the case with us, what about the common 
ise ae re whom we talk about health and how could we convince them 
ou wealth as a public issue! We might try all our best, but 


the people are not ready to change, they are too much worried with 
their everyday needs”. 


Another permanent reason of the HAs’ difficulty to give the 
rural population an enlightened perception about health is the 
behaviour of the doctors themselves, be they private or government 
doctors. "These health officers who are supposed to inform people 
never doit, and never feel Concerned about enlightening the 
population. How could people know something about health or 
public health and be led to listen to us? Doctors are only 
interested in making business out of it. How could people take us 
seriously and listen to us? They do ‘not give us any importance. 
People do not even know that there is a PHC, nor do they know its 
function. They were ignoring everything about the birth of 
children and how to take care of them. As mortality of children 
was high, they just try to beget more children to replace them”. 


“Had we not come together and discussed, among ourselves, we 
would never have known what health is and that it is a collective 
issue. We had never thought about it previously, before holding 
our meetings. Doctors were only concerned with their financial 
gains and consequently, only concentrated in giving injections and 
pills, never taught us the reasons of diseases. Then, how could 
we have thought about it? It is only now that we have some ideas 
and knowledge about it”. 


But, we forget what we have learned as soon as we reach home. 
It is only when we go from house to house to tell people and 
inform them that we remember things and become bold to talk about 
ie We have started understanding only when we began to hold 


meetings ourselves”. 


Another group meeting of 7 HAs, held at Mulshi in February 
1985.summarizes almost in the same terms, the constraints which 
’ 


‘prevent the raising of a collective health consciousness among a 


deprived rural population 


Absence of education about health : simple ignorance. Nobody 
made an attempt to inform the common people, and these 


villagers do not go nor move in the world outside to learn 


about the same. 
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thers. Leaders, as 4 
t their interests. How 
information available 


- Those who are educated do not inform oO 
ment programmes, to sui 


rinciple, imple 
: of spreading the 


could they take care 
to them? 
No specific perception of 


now what is health : 
instance, about 


- People do not k 
People are unaware, for 


health exists. 
public sanitation and cleanliness. 


- People are worried about one single question: how to get two 


minimum square meals per day? 


Revavioure are prescribed in this field, by the faith in gods 


and the rules of tradition. 


- There is a general absence of concern for collective issues. 
There is a tendency to laugh at those who do something for 


the interest of the public at large. 


: The main concern is for money. Self-interest prevails. The 
main worry is how to earn more money and eventually how to 
cheat the neighbour. 


“ When one is sick, he first looks at himself. 


It is no wonder given such circumstances, when ailments and 
diseases result in physical disabilities, attitudes of dependency 
and despondency are reinforced. | 


To conclude, 
analysis. It ey ee gear a ee ee 
simply follows the established ties sis oo. 
ee SF eee making health just - commen ec e, 
ig aE en alia commercial one, cannot lead to any real 
Sa Baan? ads the traditional health representations 
Segdlation. ‘both ee ss t is no wonder, therefore, the rural 
periphery of urbani 8 egies ge he. shanty 
a chon sed residential areas, have not at all changed 
contacts with 408G with regard to health, despite its growing 
tice in thence a nor discontinued consulting the bhagats 
Me -the wceae ag confidence as ever and even crediting ‘tea 
appropriately treated e. when the patient has actually been 
Bitays, does neta y a doctor. Medical practice, as it stand 
fe) ave any bearing on health representations. ; 


41% 


Any wanted impact at the 
requires other types of health p 
cultural sensitizations with 
established health 
representations. 
operation, 
motivations 
local groups. 


level of health representations 
ractices, starting with socio- 
regard to the traditional and 
practices and the correspondent health 
This Cannot exist without a wider frame-work of 
grounded on clearly defined alternative socio-cultural 
and organisationally Speaking, founded on enlightened 
i . Such a renewed set-up should be considered as the 
Starting point of any effort regarding health. Failing this, any 
health practice will, knowingly or unknowingly, necessarily be 
over-determined by the health models as they stand. According to 
the established health system in which doctors assume the role of 
a prestigious expert indulging in only a medical and commercial 
relation with the patients, the population is maintained in an 
attitude of fear, ignorance and dependency. This is specifically 
true among population belonging to lower social stratas who are 
prevented, once again, from conceiving any desire to learn, know 
and achieve something by themselves. 


c) The foundations of dependency - 

A study group of 11 HAs (Rihe, 14.3.1986) describes the 
process of dependency of the people with regard to health, as 
follows: 


(1) “As long as we keep good health, we do not think of it and 


have no idea about it. It is only if ~we fall sick that —tme 
following question arises : where and whom do we go to? But we 
have no idea of health". Only disease exists as the specific 


perception of an ill to be removed. And one concern only exists 
how to destroy a sickness which has occurred. 2 


(2) As a consequence, the second perception associates the three 
following elements as parts that follow one after the other 

a the necessity of a medicine, 

- which is to be purchased, 

- from the dispensary of the doctor. 


Health is a commodity to be bought from a “health shop” (a 
run by a dealer specialised in the proper supply of 


-dispensar 
pensary ) For health on the whole, 


products meant to counter the illness. 


one cannot help depending upon 
ms medicines, as the only tec 


one get rid of diseases; 
doctors as the qualified prescribers of the proper 


antidote; 


hnical means available to help 


11iZ 


rchasing power, 45 medicines and doctors are available 
pu ; 


against money only. 
dependent upon their husband for 
js the care-taker 4s he is the 


‘maker’, karta In the absence of the husband, women would then 
maker , : : 

depend upon their son, or eventually their brothers I/ any case, 
men are in-charge of women’s health. The husband will decide upon 


the steps to be taken and if required, will go and buy the 


medicines. 


(3) Women, jn particular, are 
care and attention. The husband 


isease and the steps that one 


(4) Instead of thinking over the d | | ‘ 
letely upon the medicines , 


could take to overcome it, "we rely comp 
as far as one can purchase them. 


(5) When the disease becomes serious and the doctor’s treatment 


is or is felt to be ineffective, one surrenders to god in the hope 
that he might bring some improvement. Otherwise, one surrenders 
to death announcing to the parents and relatives:- =. “lL. -am 
finished”. In the absence of hope and psychological confidence, 
one let oneself go. Self-confidence and courage disappear. No 
effort is made to fight, at least mentally, against destiny. On 
the contrary, one simply welcomes the decree of the fate, nasib. 
If some improvement occurs, god is credited with it. One 
surrenders easily that no relative is available to help in this 
hour of difficulty. In short, when conditions are felt serious, 
one either puts all his confidence in external agencies, or 
remains alone with his bad luck and adverse destiny. In both 
cases, one stops thinking for himself. One simply surrenders’ to 
alien help and foreign constraints. 


(6) Depending upon the circumstances, one will easily refer to 


and depend upon bhagat, mantrik and jyotishi. 


(7) Women fall sick due to some specific reasons related to their 
condition of overall subordination to men: First -68 613 the 
pa of instrumentality and submission of women brings oleae 
sa eke: latter “a Rae he of permanent worry, anxiety and mental 
 seaiga seeoaehes, pains, mental tension, pressures... We 
mp ee ee Such is the unhealthy state of dependency that 
of S acknowledge as the most common plight of all w 
Biving rise to all sorts of mental and physical disturbances fie 


Seco i 
condly, women are the special victims of those diseases 


whicl j 
ch are transmitted by physical contacts that they cannot avoid 
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as they are absolutely submitted to them. ee 


Se Connent ion by rural HAs tuberculosis, 
RE 6 ee ek Women have to bear the physical 
Co pe e ese Bases. They must accept them". To 
» venereal diseases remains widely hidden and 
is kept secret by women themselves “out of fear". The reason of 
this fear to go and consult a doctor, is the shame the young women 
face to reveal their condition to their mother-in-law and obtain 
her permission to consult a doctor (a desire that very few have. 
out of ignorance and mental repression). This inhibition and ~ 
self-repression are mainly the result - they are no cause - of the 
inevitable retaliatory behaviour of the mother-in-law who 
would immediately blame her daughter-in-law for that ‘secret 
disease’, alleging that she has obviously had intercourse with 
other men than her husband; the mother-in-law will unmistakably 
take advantage of this disease to repress, blame and punish her 
daughter-in-law for a fault which actually is not hers, but her 
husband’s. The main source of this disease is the visits of the 
husband to the brothels of Bombay and Pune, where he had to 
migrate in search of a job, separate, for many months, from his 
young wife. The growing and great proportion of venereal diseases 
(HAs could not give even rough figures, not aware of all the real 
cases, as no health action had been undertaken on this topic, till 
now undisclosed) corresponds to the large number of young 
labourers who had to migrate for work. As important as the 
disease is the social function that it assumes as cause and effect 
at the same time of the women’s state of oppression and repression 
by a patriarchal society, and consequently of utmost dependency. 


are 


Thirdly, women fall sick for another specific reason, viz., 
the constraint of fasts that they have to perform as a function of 
their role of house-wives, mainly for the welfare of their husband 
and whole family. The compulsion to fast, an important aspect of 
the status of subordinate instrumentality of women in a 
patriarchal society, deserves an independent sociological 
analysis. It is rightly denounced here by HAs as_ seriously 
jeopardizing the women’s health. "Fasting brings with it physical 


weakness trembling troubles, headaches, a state of strain in the 


whole body, mental stress... - 


eed of a genuine ublic health service - 
th and ill-health will be considered as only a 
and personal chance, the tendency to 


As long as heal 


matter of private concern 7 : 
external factors and agencies will continue, simply out of 


d) 


rely on 
sheer helplessness. 
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+ its only with the rising of a collective 


that these attitudes and behaviour of 


ts and forces will dwindle out. 


Conversely, 


. : e 
consciousness in this matter 


dependency on alien agen 


This .is obvious for the reason that yee ity i tana 

, 1 strata cannot help feeling desperate ana heip 
deprived SOGKA hen the present health care system makes 
. Sbaghie: rie a which they cannot financially avail of. 
Sa 225% oe jally better off among the rural 
And it is not those who are financially | 2% a 
opulation who can take any step to transtoee this state o 
airs, as they easily avail of this commodity for eves 
They may even to this effect, rely only upon the network of their 
{influential relations and make use of their resources to get 
themselves, their relatives and their proteges recommended to the 
medical officers of the PHC and if necessary through bribes, or at 
least by paying a government medical officer of the PHC as any 
other private doctor, in order to avail of the much needed 
services and medicines. Acquaintances and patronage give an 
assurance of being welcome in the PHC. The question that 
ineviatably comes up when one is in need of the government 
dispensary is “how shall I get these services? How to avail of 
this opportunity?" The usual way to find such an answer is : “Who 
is my contact there? Whom do I know there? Who could recommend 
me there? To whom should I give some money to make sure that he 
wail . take caré of nie? Who is the source from whom To eeg a ack 
some financial help? Who is the relative who will recommend me?” 
A collective health action will have to transcend the networks of 


the kinship and patronage systems, by operating on the strength of 
a popular organised movement. 


Rich and influential individuals do sometimes put Soins to 
better health services too - wells, tankers, nurses, dispensaries. 
But “they can hardly claim for clean water and 


and income, more and better rationing shops 
System. 


clean well, work 


"Had a sarpanch got a proper idea of health, the water 
of his village well would be clean. Better off individuals who 
can purchase treatments against Be See cannot become conscious 
of the environmental dimensions of health. A 
think further health as a commodity. Let them bring water by 


tankers if needed, #a 
d YY HAs, but -@ho will give u 
s the means of a 
permanent supply of clean water?” 


Only those who are deprived 


articulate with power and clarity o 
this respect. 


of health are in a position to 


ee f purpose, their basic needs in 
1s can only happen provided, firstly, they find 


115 


and distribution - 


Sarpanch cannot 


strength and boldness 


to think for th ; 
structural emselves against all the 


compulsions which lead them to take 
health care system of which 
secondly, 


for granted the 
bx | actually they are the victims; 
ey are able to express their views and their demands 
collectively for a radical reappraisal in the matter 
from their renewed health consciousness and practices. Self- 
confidence and authority can put be the results of an organized 
effort to think anew and try new practices, breaking off 
definitely with the inhibitions of individualism which 
characterizes the health care system and the concepts of health. 


originating 


Only one alternative remains open to the disprivileged co 
this matter, vis. their collective claiming for an alternative 


public health care system that actually and effectively cares for 
them. 


B. THE EMERGENCE OF A COLLECTIVE HEALTH CONSCIOUSNESS. 


The perception of the necessity of acquiring a collective 
bargaining power at the level of health cannot in such 
circumstances, be a spontaneous emergence. In this section, we 
try to restitute the progressive emergence of alternative 
perceptions among the HAs themselves, not only about the public 
aspects of health but also about their specific role as 
promoters of this collective health consciousness. Here, we give 
an account in concrete terms of the psycho-cultural process 
involved in this construction of a renewed health consciousness 
and in the social practices which at the grass root level, may be 
conducive to it. We try to catch the most significant expression 
of the HAs faced with a double challenge -: firstly, the 
challenge of their own limited awareness ~ as from the beginning 
they share the same representations with the whole population and 
secondly, the challenge of the deep-rooted attitudes of dependency 
and helplessness prevailing among lower levels of the rural 


population in which they operate. 


° —_ 


= t with a first observation : it took a long time 

for the HAs to realise that organising demonstrations on. such 

fesues “6 labour, road construction, drought, wages, eee ae. 

cc. their own group of HAs -let alone the population = 

oe “ita not until recently, think #5, (organising —peaphess 

Seated ox on. such 2esues - “We have not thought of mobilising 
emo 


the population for demanding health protection’. “Wonsh 


We may star 
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have not done anything about 41t... and 
The only time we are looked at, is to 
terilised). We should tell the doctors 
‘Firstly, give vaccinations to children and then - ees 
cases! We make applications, We request them : re) ie 
cavaue and they do not turn up". Our demands ave a ‘ g 
a ve object to their behaviour and talk openly to them’. Were 


: pon us". "Government 
there would be no more pressure u 
ere: injections for Rs.10/-but forget 


concerned with ‘fever and such 


children dié... but we 
still nobody looks at us. 
bring cases (women to be s 


we 
doctors only know to give 


? 
everything else. They are jus . : 
other illnesses that enables them to give injections and 


thus, draw money from the patients”. “We should be united and 
think of putting pressure upon health officers to obtain a 
dispensary in our remote areas’. "What about your sarpanch and 
your MLA? Aren’t they yours? Haven’t you elected them? Then, 


why cannot they do something about this?" This idea should be in 
the mind of more people. Tt is our fault, we gues expect 
injections. But, have we pressurised the government doctors to 


make visits to our villages and vaccinate our children, or to | 
obtain a nurse? People do not know what is a nurse! We had never 


seen nor heard of her”. 


The perception that "nobody thinks of us" leads to the 
question : “What should be our efforts to change this situation?” 
Then follows the second perception that “we should unite the 
people, obtain their reactions, assemble them if they agree and 


decide the steps to be taken with regard to their present 
difficulties”. 


Once (15.10.84, at Panshet) a group debate came to frame 
three questions as a conclusion of an exchange on these points 


“Which topics should be discussed with the people so as to lead 


them to understand the collective dimensions of health? To whom 
should the HAs talk about it? How Shall the HAs go about this 
process? The HAs decided that after selecting a few nearby 
villages, they would go and visit the poor people not the 
Sarpanch or the patil, as these leaders were not cones about 
eo poor. They would prompt an exchange about the present 
— “Whooping cough, malaria and diarrhoea and other 
: ad the idea of the necessity of some permanently 
a . ea ~ragbabade Several urgent needs were mentioned as 
= which could mobilise the people - children’ 
against the pressure of doctors for only women’ t ced = 
easy availability of vaccination, need for a a teas mss 
people proper explanations. “As we cannot go co “nana eh 
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cate emia 


foot to fetch medicines, the government should expand the health 
services to the remote areas". Finally, a role-play sensitised to 
the needs of the people could be used to convey the new idea and 
get proper reactions from the people. As a consequence of these 
discussions, the same group of HAs decided to visit their 


ao villages and interact with the population on these 
emes. 


Here are a few of the most typical reactions of the 
people to these visits as reported by the 10 female and the 2 male 
HAs on the 15.12.84, at the next seminar which followed. Ina 


village, HAs were told : “Tell us where to go to find a government 
dispensary and avail of the benefits of injections, pills, etc. 
The PHC is situated at Paud, Velhe..."(Sometimes a few hours of 
walking distance). "But, is the PHC really for us?" ask the HAs. 


"What is the difference between the government. doctors and the 
private practitioners? Both the Government and the private 
doctors charge exorbitantly and none of their services are 
available free of charge”. 


In another village, men showed readiness to even send 
illiterate women to the government scheme of VHW or the VCDA 
scheme. (The same people, previously, observe the HAs, did not 
show any readiness or understanding in this matter of health). 
Still, despite the pressure and insistence from the illiterate 
women of the organisation who had been once selected as VHW by the 
government health officers, the government doctors do not anymore 
admit any illiterate women as VHWs. “But, there is no school 
master here,"replied the women", how-.could we know to read and 


write and become VHWs". 


In several villages, people used to complain that one has to 
‘pay Rs. 15 to 20/- for an injection against fever. When the 
sickness is severe, doctors immediately ask for Rs. 20 to. 30/- 
“Brom where could we bring | this amount, when our wages are only 
Rs. 7 or 8/-? What is more the doctor’s injections against fever 
! At least we get some improvement from your 
explained villagers to the HAs who then, raised a 
further question “Is there not government ok Chere for us? 
Will such scheme ever reach us?" The ee soeere reply was a 
desperate perception or 06|6U inh good 5 to neural cal of 
HAs for some jnitiative and participation on their part | We are, 
to help and support you in your endeavour to brine health 
onded the villagers whose claim was that a dispensary 
et HAs argued that the support from the 


are ineffective 
(HAs * ) pills’, 


ready 


to us’, 
be located in their area. 
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of actual collective 


r 
villagers should be seen as . matte tues to obtadalaan 
erience Their main concern 1° indeed ty oe 
per ort? How do we convince people of the —. be : | Sie 
Aaa "HAs contended with the villagers in these te : 
support?) HAS the people should come out 


tioned and | 
sarpanch should be ques 
poe participate in demonstrations. If you stay jdle and do not 


take any initiative, who will join and take part?” HAs oa so 
one should start with demonstrations at the village level, bu oO 
this effect, people should first understand what health means. 


In another village, the following question was raised : De 
we get enough medicines? - No! - Could they not be enough? Don’t 
they exist somewhere? - Yes, at Panshet, Mutha, Paud... - What do 
we do to get them? - We (reply the men, when women_ kept mum) 
should go to the taluka place and get them. - Who will go? - We 


are ready to accompany you (HAs). Why do you need us? - asked 
the HAs. Who should go - the men or women? - Both. - Is there a 
nurse to examine pregnant women? - No - Women are unaware or tne: 
identity of the nurse and that such a government scheme exists for 
them. - What do we do, then, to bring the government schemes to 
such remote areas?" HAs feel that demonstrations are needed : “We 
do not put enough of pressure for it. For organising a 


demonstration, we should to from village to village, assemble 
people of 10 villages and go and question the health officers at 


the government dispensary". A sarpanch was questioned by HAs 
about health : "This is not my business, replied the sarpanch, I. 
cannot help you in anyway. So manage all this along with the 
villagers”. Why does he answer so? “Because the doctors come up 


to his house! He has squeezed our life", replied the villages. 
“He has the law and right with him:". 


Raising the question of how to sensitize the people, the 
perception came that "To live is our right! Health is also our 
right, a human right. But how do we get it actually respected? 
Until now, we did not realise that health is our human right" 
This emerging awareness was then strengthened by - role 

Being an abstract idea, it was only confusedly perceived and was 
found difficult to articulate and convey. The role pla ; 
to articulate this perception in a communicable eat. : ee pass 
= dealt with the doctors’ behaviour and staged a demons eae aan 
o the government dispensary. Its main themes were: "H 
change the health scheme to benefit the poor? How t 3 a 
government health officers useful to the people? on cov 
doctors are of no benefit to the poor rie 
executing the government orders | 


| When government 
being just concerned with 
aS civil servants, will the 
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ke ae ME viecse recs 0 Se -What about our’ sarpanch? 
Geeic ae veney ; n 1s respect? -Only those who are 

eir a ght to health. -We should then start with small 
meetings to sensitize the people about health and where the people 
will also, make desisions relating to it. In each village, 4 
people would take up this responsibility. The group then resolved 
to hold a full day meeting in a centrally located village and to 
finalise these plans at the next health training meeting (to be 
held on the 2nd of the next month). The theme of that programme 
would be : health is not only our question but everybody’s 
question. Everyone should therefore join to solve it : a solution 
will be possible only when everybody realises that it is his 
common concern and is ready to fight for it; only those who feel 
the need for a better health will assemble, provided they 
have firstly, become conscious of it. The group decided to make 
use of transparencies (photographs taken in the area itself) and 
posters specially prepared to awaken the population and which 
were already studied in previous camps. 


A study group of 11 HAs (Rihe, 15.3.86) envisages its own 
effort to taken in its own hands, the health problems of the 
population and develop attitudes of self-reliance as follows - 
Those HAs with more experience envisage that firstly, they should 
visit the other villages, with the aim of assembling the 
population: to inform the people. All insist that people should be 
informed first of all on the following topics : cleanliness at 
home, because "if we keep everything clean, then there is» no 
chance for diseases to occur”, cleanliness of the environment 
around the house : children should go and defecate further and 
not near the house; food should be kept covered; one should not 
eat stale food; one should eat at regular hours; with cleanliness 
diseases will recede; clean dresses prevent scabies; and all 
other skin diseases; drinking water should be kept pure at home; 
one should wash his body properly and thoroughly; children’s 
nails, hair, etc... should be trimmed ; information about fever 
should be given, etc. Population should be told also how to 
the doctors about the medicines and injections that they 
give why and how were they given such a treatment. The 
{immediate practical steps to be suggested to the people are the 
following: they should bring the nurse of + oak See 
village and arrange meetings where aioe will inform the village 

bout diseases and government facilities; women should bet sige 
reve the time of delivery, and if lnecessary, bring a dai 
i a village; women should take a special initiative with 
sty es teiiuing waver by pressurising the sarpanch and the 
refere 


question 
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supply of pure water: if all women come 


and take a strong and bold jnitiative, 
ceed; the main.issue is to get people united on these 
. The most difficult task is to get them 
the causes cf the diseases, because 

failing this, they will not 
Women should see that the 


for a permanent 


patil 
in this matter 


together 
they can suc 
issues and act together. 
listening with interest to 
they have to understand these causes, 
be motivated to act collectively. 


garpanch takes the proper , ; 
village is properly trained to perform deliveries; women once 


united can obtain results for instance, in one village they 
obtained an access-road, bringing some feeling of security to the 
pregnant women. One specific field of popular education is the 
unjust treatment of which women are the victims of the society. 
Female HAs should assemble women on these issues and make them 
conscious of their unjust plight in the society. Women should 
demonstrate at the PHC, question the VHW of the government, obtain 
less casualties at the time of delivery, openly take up the issue 
of venereal diseases and denounce the male repression which covers 


up this issue. 


b) Issues and ways : types of health action - 

When, in a group interview of 8 HAs, in May 1987,(all HAs 
belonging to the Rihe group) the question was raised of “how the 
HAs convince the people of the public dimension of health 
problems", among the concrete ways and the groping processes of 
progressive self-awakening of which we have just given a hint, a 
few means emerge as recurrent and usual. : 


(1) Pressure on the government health personne = 

This is a regular effort generally made without success or 
with a small effect, depending upon the areas and the officers in 
charge that particular day. Delegations are sent to meet and 
ask the doctors and the personnel of the PHC, for - instaneaeuso 


ech remote villages for the vaccination of children. The same 
peyore may not hesitate to visit the same villages for forcibly 
enrolling women to sterilise them, but they take no 


actual 
about meeting the basic needs of the population ee sane 


ae aa ae ie: HAs take the initiative, of Zoing to the PHC 
cussing ocal matters with the ni 

1 ne government doctors 

i A when they are hopeful of a positive response The du 
attention and concern or the male doctors for the oan HA: $ 
never be taken for granted. The women’s Yight.. to: : ot 

’ | . 

seriously has always to be conquered. Adding one more anenuee : 
ro) 
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steps to ensure that a lady from the 


among many. In March 1987, 2 HAs 


(Rihe area) went to request 
government doctors to 


eh : come and attend a camp of villagers at 
eokarwadi (hamlet of Gothawade) which they were organising with 


the intention of putting government health officers in direct 
contact with the population so that villagers may directly be 
informed of the health services offered by the government and 
submit their demands. At their first visit to the health centre, 
the 2 HAs found the behaviour of the personnel arrogant and not 
cooperative. The nurse started to rebuke them thus - 


"Who are you? You are not educated and you pretend to inform 


people about health? You... ignorant! | 
“i If you know something yourself, do come and inform the 
' people. 
- Bring me a written order from the doctor. 
- Oh! bai, we came to meet him. 
- Wait outside! Get out! 


- We will not stand outside. We want to see the doctor. 
- I have never seen such arrogant girls! 


- We are human beings as’ much as you are. We have the’ same 
right. 

- You must be from the Organisation of the Poor of the 
Mountain. Besides the women from this organisation, nobody 


talks like that here”. 


As the 2 HAs insisted on the doctor’s attendance, a 
disinterested and reluctant doctor agreed to address the camp, and 
come at about 10 a.m. 50 villagers assembled at 10 a.m. that day 
and waited for the doctor who later, failed to arrive. Weary 
villagers finally dispersed. At 1.30 p.m., the doctor arrived and 
started shouting at the ten people still awaiting, complaining : 


“Why did you call me to waste my time here? 

- People have no time to waste either : they came, waited and 
returned to their work as you failed to arrive’. 
People were called once again and 50 persons came. “This is 
no place for a camp", complained the doctor. "There should 
be a good place to sit. How do I sit under a tree?” 


lly the doctor had to satisfy himself with a bullock-cart 
He addressed the audience and answered the 
leader pertaining to the services that the 


Fina 
instead of a chair. 
question of a local 
government offered free of charge. 


"Then, why do you take money?" asked a woman HA. 


12% 


e to talk to the doctor like thatT 


“Oh! bai, how do you dar 
Se yo youve: as do the private doctors for 


<i \eee ou take Mmmm Ree ction?” The 
ministering injections. thanit is ¢ ese a ‘great 
sévtaned was angry that women could boldly adaress = 


man’ in these terms, in front of other villagers. 


As a result of this incident, the doctor turned extremely 


cooperative and nowadays, addresses the HAs in completely 


different terms 


expect me to attend your camp? J am ready to 


"When do you | 
present, or at least ea 1 aid). 


come if 50 people are 
know you were doing so much of work’. 


- “Because we know something you behave properly with us. But 
there are so many other ignorant women. - Will you behave 
badly with them because they are deprived of any knowledge?” 

~ “No... 4% is not like that. I shall dettmttely come and 
bring you medicines. Give me a date... IJ am very afraid of 
your women from. the Organisation of the Poor. of the 
Mountain”. | : 

The common issues and objectives with regard to the 


government PHC doctors are to stop the exploitation of the people 
by government doctors, to avail of their services to benefit all 
(mainly information on health and on the government facilities, 


and immunisation of children), to obtain government medicines to. 


be circulated in remote areas where doctors are out of reach. 


The same type of regular action is also undertaken, whenever 
feasible, with regard to the local nurses. They are requested to 
come and address village meetings to inform the population about 
the facilities made available by the government, and to 
Specially see that proper care is taken of the pregnant mothers 
and the children. -The aim is to make this nurse confident enough 
to ceyeley a concern for the health education of the local 
population and arrange village meetings for her to come and inform 
the population, a task that for many reasons, no nurse is able to 
undertake on her own, nor willing to undertake. 


Once, in Paud taluka, (1984) a 
organised against the PHC. The 
paralysed in the arm 
injection. 


general demonstration was 
boy of awoman activist was 


While considering the case, 


that many similar the group of HAs observed 


cases existed - swellings, abscesses, 


Lee 


On account of a wrongly administered. 


infecti 
ons, etc., partial paralysis even, as a consequence of 


tke lean oe as doctors, nurses and private doctors 
ech FE caevact, tt e ee had always been pe* ignorant 
information received b the Be 4 ieee oo eaaeea - 
tae ee. soem a S$ With regard to injections led them 
Nae re | Sees ? ste faults made by doctors and 
ng injections. To challenge doctors 
eacl ines. any responsibility in the matter, and awaken the 
children’s guardians who were feeling helpless, guilty and even 
afraid of questioning the doctors on this issue, a list was 
prepared of all such cases existing in the area. A demonstration 
of women and girls too went to meet the PHC doctors (Paud). 
Petitions were also. sent to higher health officers. No 
effective measure was taken to actually curb these malpractices. 
The PHC doctor in charge put the blame on the nurses and just sent 
them a short circular notice about injections. © No compensation 
was given to the guardians of the affected children and no 
treatment was offered free of charge let alone the transport 
charges reimbursed to the parents as there is no provision to this 
effect in the health budget. The health officers absolutely 
refused to even make the slightest adjustment in this matter. 


(2) Holding of small group meetings - 

The following aspects characterise the village group meetings 
with the view of generating an awareness of health as a public 
issue. ; 


-; “Once a few people were brought together - at the beginning, 
they did not know even what it meant to “sit and think 
together. We tell them and explain how water supply is not a 
private question, pollution is not a personal problems, dirty 
well a common danger, etc. and that we all should find a way 
out”. "There should be clean drinking water for all, isn’t 
4t? . Then, everybody should also do something. The nurse? 
Is she not for the benefit of everybody? Then, something 
should be done to allow everyone to avail her’ services. 
Polluted water kills vegetables. Everybody’s health is 


damaged. If the cereals of the ration shop are spoilt, it 


again affects our health”. 
es mL icit a personal positive response from the people , we 


ae 7 / 
regularly collect them and emphasise the same points. Only 
then will they gain confidence in us and listen to us... 
After frequently meeting them, we might convince them about 
the need for these changes’. | | 
iii "We are convinced that some of them are also like us and by 
tai. | 
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iv. 


vi. 


so ° 
listening to us, seeing and jmitating us, they will Mie: s 
Sean other hamlets. Other women are ready to ac " 
d along with us, they attend other meetings. Then, ey 
us an z : ; 


taking some {nitiative’. 
ot a to think over the consequences of, for 


"We oblige people : 
instance, a dirty well.ai — How?... Why?... Who oe he 
Unless we all go’... =e meet whom?... To do what”... ° 


tell what to whom?...'- 
The common practic consists in sending delegations or 


representatives, usually women, if possible accompanied by 
men, to meet the respective health personnel (nurse, PHC, 
Pune directorate...); despite such possible objections as 

"Why do you give names of women? Is there no man here?" No 
individuals are sent alone, because "if we go together, our 
problem may find a solution. Several representatives will 
carry more weight in front of the doctor, tehsildar, 
chairman...’ . Examples are given of such happenings where 
success was due to the weight of a group of several 


_representatives supporting one another. Villagers may say, 


pointing to a locally influential person or to the HA : “You 
are a leader, you go... "The reply is : “How can a solitary 
person carry any weight?” The same practice prevails when 
several villages decide to send their representatives for 
jointly tackling common issues : the participation in the 
demonstration is evaluated with reference to the number of 
villages represented and to the quality of the 
representatives of each village (capacity of representatives 
to articulate their local demands and speak up in the name of 
their group). 

The writing of a petition by the members of the group before 
sending representatives is also a_ significant moment with 
regard to generating a responsible health consciousness 
despite the expectation of some that the HA will 
herself write or dictate the petition and hand it over to the 
respective authorities. Once it has been decided to go and 


meet an officer or a leader, the following scenario is not 
infrequent 


You, please, write the petition yourself", the members of 
the group may request the HA. | 


"Who are 
we It is your problem. You 


| yourselves. Those who are 
Write it themselves. We shall come and 
But those who write the petition will hand it 


to write it for you? 
have to give the application 
concerned should 


Support you. 
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over themselves". 


“We have never been there... We are afraid". 
~ Why to fear? Are not we all human beings?" 

- We do not, know the officers. We have no 
them". 


* Are we your leaders? If necessary, we shall show you the 
way, the place, whom to meet...". 


experience of 


(3) Drinking water supply - 
The HAs” activities and knowledge led to prioritise this 


issue. Four types of activity action have been undertaken by the 
population on the strength of their organisation. 


The first type has been to dig small water reservoirs in the 
mountain areas located beyond the dam of Panshet, at the places 
where water was oozing between the huge rocky layers where it was 
naturally stored after the monsoon. As a pretext to pay no 
attention to these remote hilly areas, the administration was 
pretending that there was no water available in the mountain area. 
As a consequence, people had to abandon their places and come down 
into the valleys. The administration was therefore, justified in 
not taking care of the local population and in making no 
expenditure for the development of this area. In a move to prove 
that the administration was wrong and guilty of sheer neglect of a 
population which they were looking down upon, people decided to 
dig small reservoirs as a trialby themselves. Water often 
remained up to the end of the dry season in these small tanks. In 
the severe drought situation of 1986, these tanks always supplied 
water. Then, people sent petitions and delegations to get the 
financial cooperation of the administration for building up the 
necessary walls of protection and to arrange the surroundings on 
the slopes to keep the tanks clean for the separate use of human 
beings, cattle, for washing and to plan such similar works in 
several other places. People argued that this would cost much 
less than a classical well. The digging would in any case be done 
by local people. Administration turned a deaf ear to ce he 
demands. People felt once more cheated by the adminis 
They had come forward with a viable alternative suggestion, aS a 
of their better understanding of the use of local 
and costing much less to implement. The carelessness 
icers makes any alternative scheme 


result 
resources, 
of irresponsible unconcerned off , : 
impossible. Officers in charge promised to send gcoloee for 
conducting the necessary preliminary SUEVEY Ss but not single one 
has ever been sent. When the same population was petitioning and 
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dry season, pressing their point 
told by every body including the 
ld be made only for digging or boring 
The officers affected a great 
replied that no vehicle could reach the 
such circumstances ; the government 
In the drought situation of 1987, 
by the administration. : 


demonstrating for water in the 
time and again, they were 
Collector that provisions cou 
well, or for sending tankers. 
surprise when people 
places on the slopes! In 
relief schemes could not apply. 
at last, a few tanks were sanctioned 


consisted in the people’s 


organisation making lists of places, in the two talukas of Velhe 
and Mulshi which were seriously affected by is state water 
scarcity. -For each place, the actual and potential aval LAGS 
of Sater, tiie human population and the cattle strength in need of 
water were clearly stated along with a suggestion about the water 
works to be undertaken to solve the problem (digging a small tank, 
having a well, arranging a reservoir, etc...). Mass demonstration 
was organised to the Collectorate after many delegations to the 
taluka centres had only received elusive replies. The importance 
of the action forced the Collector to select alongwith the 
representatives of,the organisation, five places in each taluka 
where the need was most urgent, to start the work that year 


A second type of action 


itself. Orders were given on the spot for the work to be done as 
soon as possible and financial  provisaon . to be released 
accordingly. Nothing has ever been done till date. The finances 


sanctioned was secretly used by local leaders for digging wells 
and undertaking other works in places of no necessity but of their 
convenience. The local leadership appropriated the funds to its 
interest with the clear aim of showing that without local leaders 
no development was possible nor was to be ever expected. 


A third type of action consists in sending regular petitions 
and delegations to the taluka centres on drinking water supply 
issue during the dry season. These actions are usually undertaken 
at the initiative of women and by women. The carelessness of the 
local male village authorities made and still makes often such 
initiatives necessary. The insistence of the HAs on the essential 
importance of clean drinking water for maintaining the health of 
the population contributed to motivate villagers to 
demands. In 1987, in Rihe area, 
implemented. 


support such 
several water supply schemes were 


A fourth type of action has been 


organisation of collective actions around 
it cleaned, rebuilt, repaired etc 


from the beginning, the 
the village well, to get 
and draw the population’s 
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attention on this important issue. It even happened that 


sometimes wells were dug as a result. of such action at the village 
level. Once, a group of ladies, under the enthusiastic support of 
& HA, took the initiative of digging a well, under the sceptical 
eye of the menfolk with a strong spirit of defiance against the 
local authorities (talathi). They refused to pay the house tax as 
a retaliation if the well was not sanctioned. The well was not 
sanctioned despite bold demonstrations at the taluka centre, but 
the well was dug and eventually a few men came to help. 


(4) Educational programmes, camps - 

To create an awareness in the population at large, general 
educational meetings on health were held, with the help of doctors 
and by using posters and slides. These camps offer a chance to 


some participants to express themselves in front of others. A 
situation is created where local problems are given their social 
dimension. Camps of labourers are also give an opportunity to 


initiate health issues. Many camps organised on the Employment 
Guaranty Scheme offer a reason to talk about the provisions oS a 
shed and other facilities for rest under the scheme. 


Through the school teachers, the school children are 
approached. The teachers are reminded of elementary health 
practices to be taught to the children. 


Actions are also deal with the rationing cards and the 
{rregularities of the distribution system, the absence of cards 
the appropriation of goods by shop-keepers for sale in the open 


market, etc. The issue of cereals to be given to the 
agricultural labourers of the Employment Guaranty Scheme was not 
without connection with the health education on diet. In many 


petitions and demonstrations, this issue was urgently pressed. 


c) Towards the claim for an_alternative primary —héa lth care 


ne 

None of the groups of HAs still directly thought about an 
alternative heelth care writer All the efforts were directed 
towards putting a pressure upo the present services to make them 
more effective with regard to Ae! basic needs of the population at 
The limitations of these services are time and again 
pointed out. But the system as such has not been the focus of Ene 
HAs” reflections. When requested to elicit their per cenheen in 
this respect, some of them would stress the following points. 


large. 
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_ sick and left. : : . 
these people are ignorant and do not listen to their speeches. 


’ le , ae re i 
eed doctors in each village. Aa women fall sick 
es ount of defective diet, frequent 


1) Han 
"We do not 


more concerned than a male doctor and prove more Hr wl = SO 
for effectuating deliveries”. In this respect, a traditiona “es 
who could not afford to attend the three month training organise 

for dai at Paud,. is proud to explain that she lear” on her own, 
e an from books on child care, etc. “Why should a 


much 


from experienc : 
nurse not be able to perform as well? 


. #4 
“the tragedy is that government nurses do not stay in remote 


vil ea! “For & > . got a nice nurse here, but she fell 
villages. 1 ry goes aoa we g 


. These urban women just come here to complain that 


Another nurse posted at K. caring for 5 villages, comes by bus 


- from Pune, Stays 2 hours and goes back to Pune by the same bus. 


‘She gets Rs. 800/- per month. Isn°t it a wastage of money?" 


- What should a nurse be able to achieve? First of all, she 
should inform, advice, train and convince people (priority should 
be given to preventive education) ; secondly, she -should give 
special attention to women (diet, pregnancy, mother and child 
care); thirdly, she should implement carefully all . immunisation 
programmes for children; and circulate pills free of charge to 
poor people and eventually give injections to avoid government and 


_ Private doctors giving injections for making profit. There is no 


_ auscultation?) and be 


néed of a doctor to give injections. 
te 7 


. “As a matter of fact, as no urban nurses are ready nor capable. 
of achieving that, enlist as nurses from among ourselves and train 
= for these tasks". “Nurses are wrong when they pretend that 
without them, nothing proper can be done. Peasant women can 
perfectly do anurse work better than doctors (do not doctors 
after all take all information from us about illnesses, without 
immediately available to patients in 
relating to them better than an external lady, they can 
e address the local population in the proper manner”. 


villages, 
for instanc 


“Women cannot talk free 


. ly with doctors Th 
to ex ‘ y- ey need nurses 
apy Las freely and confidently. Nurses should be 
Should be €asily accessible. And ‘they should take 


f initiative in this respect" . 


(2) Priority issues - 

The first priority should be given to women. 

Safe drinking water for all is equally important. 

More local dispensaries should be established so that people 
do not have to go to the taluka for anything. For instance, on an 
EGS work site, a stone fell on the head of a worker, we had to 


take him to Pune for this accident! If there are hospitals 
nearby, this would avoid transport expenses, bribes to influential 
people, sarpanch, etc. to get a place in a big hospital. In any 


case, VHW do nothing about hospitals and doctors and are helpless 
to solve people’s problems in this respect. 


Workers” protection and security on the public work sites and 


expenses for work accidents should be taken up by the schemes 
themselves, for instance by EGS for EGS related casualties. 
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CONCLUSION 


A. ELEMENTS FOR A THEORY OF SOCIAL ACTION 


Our investigation and identification of a particular 
Phenomenon of socio-cultural transformation in the field of 
primary health care may help us to answer these queries raised by 
theories of social change particularly with regard to issues of 
human agency. We may by way of conclusion, isolate some main 
themes which like the lines of force command the dynamics at work 


in this temporally and spatially limited attempt of social 
change. 


(1) Acting subject and social structure: 


This account bears testimony to the fact that established 
patterns of social relation and dominant systems of symbolic 
exchange may not just ‘work behind the backs’ of the social actors 
or necessarily succeed in maintaining submissive positions and 
merely reproductive roles among the subordinate classes. Here is 
@ case where there exists absolutely no “derogation of the lay 
actor" : the discounting of the human agent’s reasons for acting - 
the rationalisation of their activities by the HAs - would simply 
wipe off the substance and the rationale of the whole. survey. 
Once the actors are deemed capable of entertaining no worthwhile 
“understanding of their surroundings or the circumstances of their 
action, the way is immediately laid open for the supposition that 
their own views can be disregarded in any practical programmes 
that might be inaugurated”. The way the health programme under 
analysis was launched and carried out challenges those theoretical 
and methodological perspectives which construct the systems of 
social action and engineer action programmes with no acting 
subjects. From our case study, it appears obvious that such 
approaches would only serve the most strongly committed dominant 
ideologies from those groups and classes in power positions and 
the vested interests of their technical or academic consultants 
and experts. The latter commonly attribute social incompetence to 
people in lower socio-economic sections and only perceive ek as 
“eultural dopes or mere bearers of a mode of production (A. 


Giddens : 1979, 71) or simple executors. 
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2? 


rather suggest that “all social actors, no 
degree of penetration of the social 
(ibid., Te): Secondly, under 
self-learning, those in 
might develop a greater 
of social reproduction of 


Our account would 
matter how lowly, have some 
forms which oppress them’ 
appropriate conditions of autonomous 
subordinate and repressed positions 
of the procedures and means 


penetration h 
their subaltern stand than would be usually admitted of those who 
make "little or no conceptual space for agents understanding 


f their social contexts” (ibid., 72) and stress 
the inescapable symbolic and social pressures of the control 
systems. The study reports on motivated acting subjects, 
purposive and knowledgeable actors from among hardly literate and 
even illiterate poor peasant women. The concept of action implied 
in the described health practices is one of a conduct “reflexively 
monitored by social agents who ane partially aware of the 
conditions and ames of their behaviour" (ibid. ,253). The 
progressive socio-cultural awareness of the economic and political 
aspects ef primary health care issues) and the resulting 
multidimensional concept of ‘health conscientization’ which 
characterizes the dynamics of the whole action programme point to 
acting subjects who reflexively monitor their action, firstly on 
the strength of an endogenously acquired knowledge of their 
society especially with regard to its structural and institutional 
constraints. Secondly, on the basis of a deeply renewed perception 
of their possible role as social actors and of their personality 
as women. Both these critical knowledge and self-assertion enable 
a subject to act on his own and no more on the basis of a~- social 
and cultural consensus turning him into a mere carrier of an 
established order, as such is the case with the Government CHW who 
follows the script and performs the roles assigned to him by the 
established health care institutions. A HA becomes a capable 
agent Of social transformation to the extent an all which 
aad continuing and deliberate action-research dimension 

eceeds in making him a critically knowledgeable social actor, 


competent in subtle social in 
nsight into the workir 
and its conditions of reproduction. _ a aooiety 


of themselves and o 


(2) Power, the main stake - 


This c i13 
and app 8 through health action, of reaching intended 
capacity whi : definite outcomes in society is a transformative 
ch defines the HA’s power and measures the extent of 
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this latter. _ The concept of action shared by the health 
action groups under study and referred to by all the actors as an 
evaluation Principle, involves evenful intervention, achievement 
and accomplishment, and not mere dischanrge of one’s duty, as is 
the case with any health functionary. The agent aims at 
institutional reconstruction and social restoration. He usurps a 
performing power which the System does not bestow upon him. 
Conflict often becomes an indicator of the HA’s firm intent to 
achieve his will against the constraining and powerful norms of 
the collectivity and its institutions. A power component deeply 
and decisively marks the symbolic interaction characteristic of 
the micro-sociological issues dealt with in our account : power is 


a central parameter of human agency. 


) It is indeed attempting the impossible on the part of those 
without power - as is the case with the women HAs of the project 
under study - to manage to grab this necessary share of power 
Without which they could definitely achieve nothing. That 
intrinsic relation prevailing between power and human agency can 
not but come to the fore in this action programme in as much as 
this latter actually means to effectuate desired changes at 
various levels (cultural, social, institutional, policy decision, 
political, gender, etc.) Through health issues, power and 
conflict for power are the subject matter of this account. Health 
is the signifier, the medium; social control is the signified, the 
stake. And the pathetic dimension of the account does not consist 
in a confrontation of opposite powers but in a will to power on 
the part of those without power simply defying those with power. 


In such an unequal competition, the powerless are not without 
trumps. However wide be the asymmetric distribution of resources 
at whatever level where the confrontation takes place, those in 
the subaltern position acquire a certain amount of power and a 
consequent capacity of control by the very fact of involving 
themselves in the subordinate relationship with a view to altering 
Ae oh from within. The sustained effort of action research makes the 
women HAs who find themselves on several accounts in a position of 
subordination, "frequently adept at converting 
whatever resources they possess into some Beare of control over 
the conditions of reproduction” of the social system they want 
change. ‘Power relations in social systems are regularsee 
relations of autonomy and dependence. They are always two-way 


(Giddens, 1bid. , Gas 


dependence and 
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(3) Spaces of potential control sh bas 43 a 
crucial for ‘women HAs of the health 


eS Sess ; i 
Three resources ar he dominant symbol-systems . 


1 upon t 
to exercise contro at 
ety rds, a primary health care scheme seems most . appropriate 
other wo ; 


; ‘ Yew % 
to release the potentials of three powerful levers of erie 
° 
transformation structurally linked up with ad another 


knowledge, gender and speech. 


The account has explained . the 


multiple actual or potential effects of the imparting of 
elementary medical knowledge to lower sections of the rural 
population. The simple objective of a relative self-reliance in. 
the area of health and medical care proves to have far reaching 
social bearing upon the structural properties characteristic of 
the social relations of knowledge prevailing in the society at. 
large. The acquisition of medical knowledge by social categories 
maintained in a state of ignorance, qualitatively converts a state 
of dependence and impotence into a claim for, and an effective 
will to, appropriate a status of relative social autonomy. 
Knowledgeability stands in defiance of those who on the strength 
of an intentionally instituted asymmetric position with regard to 
access to knowledge, tend to maintain their overall position of 

~ dominant groups, viz. the traditional symbolic authorities and 
the modern professional medical practititioners, together with all 
those allied to them in the name of vested class interests. By , 
usurping a forbidden or reserved knowledge, ‘ignorant’ groups not 
only assert themselves as responsible human agents and take an 
initiative which mitigates their social discrimination; through 
learning, disseminating and implementing a medical knowledge, 
powerless agents from lower social groups snatch up from the 
powerful Significant means of power and social control, and as a 
‘result tend to invert the power relation itself. 


The first one is knowledge. 


Moree; the “continuing reciprocity of action and 
_ reflection Characteristic .of the health conscientization 
procedures, generates an ability in social critique among 
ww) ys 


population hitherto maintained in a state of prescribed ~— 
eaxetage Ge ii — very mode of production, this social 
knowledge and ay patterns of transmission of prescribed 
ieatus, Sh projects themes of socio-cultural counter-power. By 

; S knowledge feeds on alternative social practices and . 


develops 
Ops inasmuch the latter take momentun. Sometimes, on the 
«& 
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es ite ye bebe of the intentions and vision may 
capacity of this Revel of the practices. The transformative 
pests 4 practical knowledge rests upon the adequacy of 

ge and praxis, the analytical sharpness of the action-group 


and the regul 
practice. gularity of the feed-back between consciousness and 


| The second space of potential control is the area of gender 

interaction. The account has argued for priority being given to 
women in primary health care on the basis of the subordinate and 
instrumental position of women with regard to the systems of 
health relations, thus immediately inverting a submissive posture 
into a will to assume a leading role. The medical and social 
practices of women HAs have shown the possibly far-reaching 
effects of the role of leadership taken up by rural women acting 
“with health in hands" on the strength of a newly asserted 
militant personality, and raising due claims for women’s power in 
the front of patriarchal domination. 


The third space of counter-power is the language area where 
speech capacity is reappropriated by silenced female agents as a 
weapon to counteract the domination of those who havea definite 
hold upon the language as the sole established holders of that 
resource-authority-which entitle one to impose legitimate systems 
of meanings and normative codes of social interaction. 
Traditional symbolic orders are altered when female HAs acquire 
an authority of their own in the field of health and medical care 
systems of meanings and operation. Their presumption becomes all 
the more controversial when they speak up and challenge the 
competence and codes of conduct of modern authorized speakers 
institutionally empowered to exercise control on matters of health 
practices and relations. Language is a means of domination and 
transformative capacity. Thus, it is not surprising that 
activists resort to speech as one of their main trump-card and try 
to assert their self-proclaimed competence. Their act of speech 
is an act of power, language being a tool for a speaker to impose 
his views and vindicate legitimacy. Language and speech are 
components of social practice as they are the most 
rces of domination and structurally related to 
jon or creativeness and liberation. 


operative 
significant resou 
the dynamics of oppress 
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a 


an heterogeneous 
distinct occurences following one 


- determinants and consecution 
‘contextual incidence 
~ agency. 


(4) 
often as A characteristic inherently 
of the processes of social interaction 


described in our account. Time and space are no receptacles in 
es 


experience which happens as a_ succession of 
another in time with ups and 


explained by local circumstances. Spatial 
of events are no fortuitous 


they are eeructur et properties of the human 


Time appeared 
constitutive of many 


downs to be 


The agent shapes his conduct at each moment as a result of a 
continuous flow of decisions and actions, reflexion and 
experiences, conditionings and opportunities, constraints and 
trumps which evolve their issues in duration as per the choice of 
the actor. Firstly, there is no action without actor’s will and 
purpose as the whole attempt aims at intervening in the events 
which surround the actors to modify their course. The only 
alternative to action is forbearance. But this too would be a 


‘choice for repetitive and submissive agency, a decision for 


consensus and conformity. In both alternatives, the actor is the 
key parameter, the decision maker. Nothing happens to him and his 
world without his consent or dissent, his disposition or 


intention. Secondly, the dropping out of some HAs and (the 


Simultaneous volunteering of others show clearly how these actors’ 
choice are made in an evolutive duration which time and again. 


calls for renewed purposes and permanent decisions on She basis of 
evolving perceptions. 


There is duratian: eewise there is process. Intentions, 
hopes and purposes apply the attention of the agent to the Reece 
of aims which are never fully nor satisfactorily achieved as oné | 
success is but a step hopefully opening the way towards a wider or 
a deeper transformation. Action calls for duration. Sat convene 
of mental and practical commitment : this is the touchstone of a 
pervesal human agency, and what io aa it from a casual 
operation which looks for objectives be obtained in the 


instant. Action o ay a 
perates in th oe 
reaching ends. e juratlel stretched by far- 


aa 
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The temporality of duration 


is therefore hist ity. 
consciousness storicity The 


of passing instants which ac 
companies casual 
eg aay with limited and instantaneous goals may give a sense of 
story. | Sustained experience of progressive, continuing and 
collective movement fosters a sense of historicity. 


In the same way as the discrete units of time are steps which 
dissolve in a cumulative and unremitting assertion of individual, | 
group and movement, spatial and physical features of the setting 
are drawn into the transformative process as elements and 
arguments of the whole interation. On the one hand, the locals of 
operation of the health action determines the nature of the 
intended programme itself. In other settings, the same intentions 
are bound to project different perceptions and strategies. Health 
consciousness and health action incorporate as part and rationale 
of their own definition the perception that the actors construct 
of their own environment. This perception itself is not without 
evolving as action and ensuing reflexion sharpen the actors’ 
insight. On the other hand,. the spatialisation of the social 
differentiation and discrimination obtaining in respect of health 
care facilities comes in the limelight as action proceeds and 
reflexion deepens : health is discovered as strikingly marked by 
spatiality, and health action can not but make such spatial 
inequit one of his targets. 


B. SUGGESTIONS FOR ALTERNATIVE POLICIES OF PRIMARY HEALTH CARE 


The wide open social and cultural gap existing between the 
*modern’ doctors (Govt. health officers, CHV personnel, private 
doctors, etc.) and the traditional minded rural population with 
regard to health matters points GO -a tremendous class 
differentiation with many dimensions. Two of them are especially 
adverse to the health development of the rural population at 
: 1 lower social strata: 


large, particularly the rura 


fi.)* the epistemological narrow-mindedness of the medical 
personnel, with the consequent communication gap 
existing between the health practitioners and the rural 


deprived populations, and 
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lack of sociological sense among public 


their implementation of the CHV 
jnd-mindedness. 


(ii) the amazing 
health officers in 
scheme -if not callous bl 


The biotechnical, physico-chemical, medicine-oriented 
‘ ‘modern’ doctors clashes with the social 


he 
approach of the representations of the 


the symbolic 
hological perceptions and 
Basico This firstly strengthens the dominative and 


exploitative position of the medical profession as a class and 
results in a whole series of detrimental effects with regard to 
the health status of the population at large. Secondly, this 
results in the people resorting to both the therapies (traditional 
and modern) at the same time, relating to the doctors and the 
medicine-men from the same point of view of an unchanged cognitive 
frame-work, while a wide range of real health problems escape the 


doctor’s approach and understanding. 


Teaching the Govt. Health Personnel the basic elements of an 
anthropological perspective health and elementary socio-cultural 
and socio-political dynamics existing at the village community 
level should be considered as a point of health policy for the 
promotion. 


(2) Process of popular cooptation for the selection of CHV : 


The CHVs of the Govt. schemes are presently, in practice, 
appointed by the local traditional leadership to suit their family 
and factional interests on the cne hand, and on the other, to 
satisfy the health officer’s need of listing candidates selected 
by the local community and suiting his formal requirements. The 
actual or potential aptitude and ability of the candidate to 
undertake health work are of no concern to the Govt. health 
officers. We have seen that the perception of health as a 
collective issue that confronts the whole community can to a great 
extent be generated through a _ social practice of collective 
cooperation by the most needy of the community in this respect. 
sat Health Officers should be briefed about the basic points of 
ees eet in their selection and be directed to 
sis a a. in Vion ne promotion of a collective concern on 

€ community instead of acting only as an instrument 


138 


o*) Community Health schene based on yomen imparting ele 
and-general health education from house to house : ‘ 


Bas If a health scheme aims at engineering a process of social 

Ge, Wise transformation in the pattern of relationships and 
values, especially With regard to the particularly bad condition 
of women’s health, (which ought. to be given a priority emphasis) 
such a scheme should first..efc0li directly challenge two 
determinant cognitive structures very significantly responsible 


for the perpetuation of a particularly degraded health status 
among the rural population at large: 


(i) the patriarchal pattern of relationships and values that 
are detrimental to the women’s health status, and 
(ii) the undue prestigious status of the (male) doctor as the 


only possible supplier of medicines ‘and health 
services. 


As a point of policy, a community health scheme worth its 
name should not start with doctors. Neither should medical care 
services be run by doctors, but essentially rest on women trained 
to impart from house to house, elementary general health 
education, with particular stress on educating other women in the 
village. 


By and. large, the Govt. CHV scheme fails to act as an 
effective factor of significant improvement of the health status 
of the rural population at large, for several reasons. Among 
the many reasons, we find. on the one hand, the money incentives 
and the expectation of a sort of Govt. employment, and on the 


other, the conspicuous absence of concern for a _ permanent 
educational effort and training (the intial training is actually a 
formal ritual more than a proper education). In view of these 


damning defects contrary to the proclaimed aims of self-reliance, 
there should be a will on the part of the Public Health Officers 
CHV Scheme agencies to jointly operate with those 


and Govt. ; ; 
gencies which are keen on imparting the proper input in 


voluntary a 
this respect. 
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Three concrete forms of c 
at the village community level, 


ooperation could be easily envisaged 
in connection with the local 


health officers in charge: 


(i) 


(ii) 


(iii) 


The participation of the voluntary agencies concerned 
with health education in the initial training programme 
along with the instructors appointed by the Govt. 
agencies. The subsequent responsibility of a permanent 
monthly training and progressive education being handed 
over to the voluntary agencies which could assume this 
task by just welcoming the Govt. CHVs in their regular 
educational programmes, 45 the Govt. Health Officers 
being incapable and incompetent to impart it but 
hopefully keen to secure 4 good training for their. 


CHVs. 


Cooperation for the selection of proper candidates, 
unless the Govt. simply absorbs those already trained 
and adequately operating as voluntary workers within the 
voluntary agencies themselves, as an asset for securing 
a better success to its efforts, and 


Cooperation for distributing medicines supplied by the 


Govt. to those areas where the Govt. personnel and CHVs 
do not reach. 
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THE POLITICS OF MEDICAL WORK 


DR.ANANT R. PHADKE 


A number of activist-groups, hailing from different 
backgrounds have been working in increasing numbers, mostly in the 
rural areas of India for the last 10-15 years. Most of them are 
mot associated with any political party but some have leanings 
towards socialist or communist parties. These groups comprise of 
developmental €roups of different shades; militant groups with 
varying perspectives of Organising struggles of the toiling; 
charitable, welfare or religious groups...etc. Of these, those 
who believe that the pressing problems of the poor cannot be 
solved within the existing socio-political system face a dilemma 
about taking up medical work. These medical groups differ with 
each other in their understandings of the social systems, the 
fundamental change they want to bring about, or of the methods to 
be used to achieve their goals. But all of them face the same 
problem of linking their medical work to their aim of fundamental, 
radical change within the whole social set up. In what follows, I 
will briefly try to outline a perspective of how to achieve this 
linkage. This perspective has emerged out if my association with 
Medico-Friend-Circle and the medical aspect of the 
conscientisation work of the Village Community Development 
Association (VCDA). I hope that this perspective would be of use 
to all medical groups ('‘developmental” or otherwise) irrespective 
of their specific ideology. 


MARGINAL ROLE OF CURATIVE SERVICES 


All medical problems are on one hand, biomedical in nature; 

and on the other, they are also social in nature -i.e. they i 5 
non-bio-technical, social aspects. For example, ee oes: te, 
on the one hand, a bio-technical problem -tubercule < siegeers 
overwhelming the body’s defence mechanisms ang thus producing a 
disease complex. On the other hand, it eats problem caused by 
social factors like poverty, exploitation and ignorance. fae 
much is clear. The real difficulties lie ahead - to see - 
relationship between these two aspects. Most medicos -. y 
doctors are not aware that the history eg pains 100 years tells us 
‘yr technical curative work has contributed only perevneily 

Oe eee in the health-status of the population in 

ve) 
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tibe 


America &S& well as in India. The health of 4a population 
me 


y on food, water, housing, sanitation, cool 
occupational, cultural environment and health educa t+0™ a : n — 

100 years, there has been a tremendous inprovensl a e 
Beri tkatos of the American and European os latealabere peapese 8d 
because of the vast improvement in these prerequisites oO ea 
‘The science of medicine has contributed to Aa certain extent in 
designing improvements in the above-mentioned factors, especially 
sanitation and water supply. But the fantastic, dazzling 
invention of antibiotics and other drugs has contributed very 
little to the fantastic decrease in the morbidity and mortality 
due to infectious diseases. For example, Pulmonary Tuberculosis 
in England and Wales. During the last 100 years, the death rate 
in England and Wales has reduced by 75% out of which, reduction in 
deaths due to tuberculosis ranks first by contributing 18% to this 
fall. But most of it was achieved before the invention of 
Streptomycin and other drugs and the B.C.G. vaccination. The 
death rate per thousand was 3.8 in 1838. It came down to te Oe 
1882 when the tubercular bacillus was discovered by Robert Koch. 
It dropped down to 1 in 1910, before the TB-Sanitoriums had become 
fashionable; to 0.6 in 1940 before Streptomycin was invented and 


Europe, 
depends primaril 


to 0.5 in the late forties before the B.C.G. vaccine was 


introduced. A similar drop has been documented for New York city 


in the U.S.A. In fact in Europe, the scourge of most of the 
infectious diseases was almost over before the era of antibiotics. 
Vaccines is the only complicated modern technological product 
which was contributed to any measure to the substantial fall in 
the morbidity and mortality due to infectious diseases e.g. 
diphtheria and whooping cough. Antibiotics have taken care of 
only the residual problem of endemic cases. Thus the credit of 
the fall in infectious diseases goes not to doctor but to research 
scientists, sanitary engineers and workers, and above all to the 
general improvement in the standard of living of the people in 
Europe. This is not to say that the bio-technological miracles 
have saved the lives of lakhs of people, reduced pain and 
suffering, made modern surgery possible etc. But ‘on a social, 
historical landscape, the contribution of these drugs and of 
curative medicine should not be overestimated. Most of the 


deaths, and they number in millions and millions, have been saved 
by non-medical factors. 
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THE SITUATION IN INDIA TODAY 


In India also, whatever improvement has occurred during last 
50 years in the health-status of our population is not mainly due 
to the brilliance, scholarship and clinical acumen of ein idieing 
doctors. The disappearance of plague, small pox, the fantastic 
drop (until recently) in the prevalence of malaria, the 
Substantial reduction in the incidence of cholera are the chief 
achievements in the field of health in last 50 years. These are 
due to the work done by people on the basis of science of 
preventive and social medicine - health planners, malaria workers, 


vaccinators, water and sanitary inspectors) etc. The highly 
trained doctors doing (good or bad) clinical practice have 
contributed virtually nothing to these achievements. The 


symptomatic, case-to-case treatment given by doctors has its role 
to play in the amelioration of pain, suffering and also to a 
/ certain extent in the decrease in the death rate. But most of the 
achievements are not due to clinical practitioners. 


After 1966-67, i.e. after the third five years plan period, 


the Indian economy has been sinking year after year. Technical, 
economic, human resources are more and more mal-utilised or even 
unutilised. The social ethos is slowly degenerating. Given such 


conditions, what is critical for improving the health-status of 
our population is a change in social conditions. If this happens, 
there would be a qualitative improvement in the health-status of 
our population. Here again, the example of tuberculosis is a 
pointer - the prevalence (10 million cases) and the death-rate (1 
million per year) due to tuberculosis has not decreased in the 
last 15 years though all the technical prerequisites like 
technical know-how, personnel, drugs, etc. can be easily made 
available in India today. The critical input that is lacking is 
the proper social conditions. The same is the case of the probiem 
of mal-nourishment. The per capita availability of food is even 
today enough to eliminate mal-nourishment in children to a 
substantial extent. It is unequal access to the food produced 
that is critical in determining the extent of mal-nourishment 
It is thus social conditions and not bio-technical inputs 


today. : 
that are primary in determining the tempo and extent of 
improvement in the health-status of a population. 
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THE CRUX OF THE PROBLEM 


We begin to face the crux of problem ons after the above 
is accepted; because now the question arises that why 
do medical work at all until a social revolution 
takes place? How would medical work help to achieve the aim of 
social revolution without which health problems eangor be solved 
to a substantial extent? I would argue that within the context of 
the perspective outiinedseo. far, ita quite nosh i nekiae to do 
medical work if it is done in a certain way. Medical work can be 
an integral part of the general movement towards a social 
revolution. Anticipating further arguments, one can briefly state 
that the aim of medical work done by a radical group has to be to 
forge an alternative current, movement which embodies a practical 
critique of the structure and method of functioning of the medical 
profession today. In what follows, I would try to argue out this 


proposition step by step. 


position 
does one needs to 


IDEOLOGY AND POLITICS OF MEDICAL WORK 


T> begin with, it is -to .be noted that any medical work 
gimultaneously involves and results in three types of activities, 
and changes, which are as follows 


(a) Economic - Production, distribution and the use of medical 
technologies - drugs, equipments, skills and knowledge of 
medical personnel in the form of medical therapies. 


(bo) Bio-technical change - A tubercular lung being converted into 


a non-tubercular lung; and infected wound into a non-infected 
wound etc. 


(c) Cultural, ideological, political though most people are not. 
aware of it, medical work automatically and inevitably breeds 


cultural, ideological relations between doctors, paramedics, 
patients and the rest of the “healthy” population. For 
example, the concept "sickness" involves some cultural 
assumptions. A couple of hundred years ago, a person 


affected by the mental disorder schizophrenia, (madness) were 
oe Pe esdered Sick but were supposed to be possessed by evil 
Spirits. They were tortured and burnt alive. In India even 
today, in many a place, the disease of madness has not 
acquired legitimacy i.e. the status of sickness. In the 19th 


- 


century, 


th 
immoral, © use of family planning methods was considered 


exists Scie td + only prostitutes. Now no such controversy 
examples can b of change in social values. A number of such 
“are estab ¢ found to illustrate the value-relations that 
“h =e ablished between &@ diseased person and the rest of the 
pare Society. Here, we are more concerned about the 
vaiue-relations that are established during the interaction’ 
between a patient and a medical professional like a doctor. 


Conventional type of medical work reinforces Sie aoe dant 
cultural, ideological values in our society like - 


Money determines your status. 


= Patients are bound to be ignorant, medical knowledge is 
always: very complicated and beyond the scope of a lay 
person. , 

- Intellectual work like of a doctor is inherently 
superior to manual work of a labourer etc. 


Besides these values which legitimise the domination of the 
upper-class, upper-caste, technical elite, doctors exercise the 
authority to decide whether a worker is. sick or not. Doctors 
employed by the management of a company tend to refuse to call 
workers sick even when they are genuinely so. Authority can be 
established by punitive measures like refusing to issue a 
necessary certificate or by the use of co-optive methods - by 
treating a patient at concessional rate or issuing an unjustified 
certificate. In any society, doctors would be necessary (though 
not the sole agency ) to decide whether continuing work would 
jeopardize the health of a person or not. But in today’s society 
based on the antagonistic relations of employer and employee, 
doctors acquire authority (which however can be purchased). 


Doctors have also a disciplinary role to play. Medical care 
is expensive and sometimes tiresome, (long queues) so that nobody . 


would like to be called sick unless the suffering is too great to 


be tolerated. 


RADICAL MEDICAL WORK > 


Medical work done with a radical perspective should be done 
in such a manner that it transcends the limitations imposed on all 
the three aspects mentioned above by the requirements of the 
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dical work is 
These are flouted and me 
ir medical system. 
oP cosuel by a newer higher set of norms. Briefly speaking, 
organ ’ . 


radical medical work would demonstrate in practice - 


4) How medical resources (drugs, personnel, equipment seh 
available in 4 backward country like ours can be use 
rationally. This involves analysing medical problems from a 
pro-people, epidemiological approach and planning a strategy 
of medical intervention on that basis. This is in contrast 
with the. chaotic, irrational intervention of: the existing 
medical profession which suits the requirements of the drug- 
industry, the elite doctors and the existing social 


hierarchy. 


b) How radical medical work generates values which are contrary 
to the values. bred by conventional type of medical work. 
This involves demystifying, deprofessionalising of medical 
technology. One example will concretely demonstrate as to 
how new values can be generated - 


Let us imagine that a Village Health Worker manages a case of 
diarrhoea in such a medical project. Following things happen - 


a 
toe 
oe 

t F “ 


a) A non-profit oriented economic activity takes place 


based on rational utilisation of resources - the 
economic change. 


b) The diarrhoeal disease is controlled - the Siccheshniéal 
change. 


c) A set of socio-cultural, ideological values are created 
due to the peculiar practice and explaining the 
perspective behind this practice by the VHW. 


Technical health education about diarrhoea; the how’s 


and why’s of the causative, curative, preventive aspects 
of diarrhoea. 


Explaining the social aspects of diarrhoea - how it is a 
disease of the poor in backward areas due to improper 
water supply and the manner in which available resources 
are not being utilised for the benefit of th poor; how 
the solution to the problem of diarrhoea is improper 
water supply and not drugs: and how today’s elite 
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doctors and the dru 


&€ industry are not interested in this 
rational Solution. 


- Explaining and proving that a doctor is not generally 
needed to treat disease like common diarrhoea; how 
medical work is not always complicated and that certain 


aspects can be managed by lay people if properly 
trained. 


~ Explaining that the commercialised, private medical 
System is against such a type of work. 


= Explaining that the Government’s medical work is not 
really committed to this approach. 


~ Showing in practice that the medical work-is being done 
by a team in which the doctor is also bound by the 
democratic decision making process. | 


~ Explaining that such a medical work. is being done 
because people have taken their own initiative, shown 
enthusiasm in trying to solve their problems, have 
organised themselves. | 


This last point is very important and needs a little 
elaboration. Health problems are not considered a priority by the 
poor people in our country because more pressing problems are yet 
to be solved. People will get attracted to good curative services 
if offered to them. But the kind of democratic, enthusiastic 
participation indispensable for such a project cannot be generated 


by medical work alone. Poor people are hypothetic, dependent 
because their day-to-day life of poverty, oppression and 
dependence smothers their aspirations and enthusiasm. Unless 


their confidence, aspirations is rekindled, one can not hope to do 
medical work in a different way. A non-health input like properly 
done developmental work or an organised movement : against 
exploitation, oppression is an indispensable ar pee i 
radical medical work. In absence of such a non-health input, t 
erate into a mere charity or curative work an all talk 

aap eae participation, democratic decision making etc, 
would be shorn of its content. Many — proves in ‘gumabane: 
accompanied by developmental activity ‘also’. But this “also 
to remain just a marginal, pba el type of 

es ee Mere pouring of huge financial, material sources 

evelopment. 


about people's 
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also has the same effect. Unless developmental “jou we me: 
element of conscientisation incorporated a it, a. acca ae 
primarily geared to the pbuilding of self-confi it aunt toe 
of self-reliance in the people, it would not be ot rene 
radical medical work. Any work based on & goth =. us are! _ 
people's participation dispenses with the "“motivation-pro a 

and with it, also the need to build up elaborate Ps haus ° 
keep watch on who works and who does not. I need not dwel ere 
on all the advantages of genuine people’s participation but would 
only reiterate that it is essential for any radical medical work. 


THE ROLE OF RADICAL MEDICAL WORK 


The perspective outlined above does not look upon medical 
work merely as an “entry point”. A conventional type of medical 
work can act as a stepping stone. But that is all. Moreover, its 
method of work and hence, the consciousness that is generates 
contradict the social perspective of the radical group. A radical 
medical project is also not to be seen as a mere stepping stone 
towards achieving a general radical, social, political work though 
both are conducive to each other. Radical medical work has a 
subsidiary but nevertheless a definite autonomous role to play as 
one of the channels of communicative self-education in a broad 
movement towards revolutionary change. It has an ideological- 
political aspect and can become a part of a revolutionary movement 
if one does not equate revolutionary change with a mere economic 
and political change. 


What is political about such a medical work? To clarify 
this, one must be clear of the meaning of politics. Politics is 
an activity of establishing and exercising the will to power in 
order to enhance particular interests of a class, social group, 
individual etc. Our society is divided into particular social . 
groups with particular (specific) interests which are many times 
antagonistic with each other. For example, the interests of the 
industrial capitalists are different from those of middle-peasants 


or industrial workers.’ Our society is not based on general 
interest of the society as whole. = 


The particular interests are not confined to only economic 
field. They naturally pervade all spheres of life. The 
conventional, dominant medical system serves the interests of the 
drug companies, elite medical profession and indirectly the ruling 
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ower. ; 
power A radical medical work on the other hand, serves’ the 


ape i aya and has therefore, an ideological- 
en : ccording to our constitution and laws, the 

panies have the right to produce and sell any medical 
product and to acquire profits. A doctor has the right to refuse 
medical treatment to a person who does not pay his charges and the 
legitimacy of changes are determined by the doctor on the basis of 
~~ Standard of living and wealth a doctor is supposed to acquire 
which again is considered legitimate by the existing society. A 
radical medical project flouts these rights in its own work. This 


is a political act. Since the action relates to the domain of 
rights, authority is a political action. 


A radical medical project does not obey some of the existing 
laws of medical practice. Its scope however does not go beyond 
the field of medical care. It leaves the main domain of existing 
system of power relations (in the economic field) untouched. 
Hence this medical work has a subsidiary role to play in the 
struggle to challenge the existing myriad of rights. 


A fundamental socio-economic change does not only mean 
economic change. This fundamental change must take place in all 
the spheres of life. A movement for a fundamental change in the 
medical system must start from today even though political and 
economic change is a precondition for a fundamental change itself 
in the medical system. If an embryonic, prototype movement 
or experimentation is to occur and does not start from now, such a 
change may never happen - the desirable transformation may remain 
only at the economic and political level. 


A radical medical project is only a part of a broader health 
movement which aims at a fundamental transformation of all the 
aspects of medical system like production and use of drugs, 
pattern of medical education in medical colleges, a systematic, 
community based: research on non-allopathic methods of PEeEaD Tee: 
etc. Such a project has in the main, a demonstrative and 
experimental yalue apart from its sienttioa ee for the Sips 
grass-root work/movement of which .+° a part. It embodies a 
critique of the present pattern of medical work and simultaneously 

nts the embryo of the future pattern. This embryonic 
coy will only grow with the growth of revolutionary social 
c 


political movement. 


In short, even though 4 medical team working with a radical 
perspective has fundamental limitations in improving qualitatively 
the health status of the population in an area, (because it. 
cannot provide food, water etc. to the people) its medical work 
can become part of and thereby, help a broader movement for 
fundamental change provided the medical work is done with a the 


perspective outlined above. 
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ANNEXURE It 


SAMPLE OB HEALTH HDUCATION MATERIAL USED 
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WHEN ARE INSECTIONS 
REALLY NECESSARY P 


ry When: immediate 
results are needed. \ 
€-J5 fits, severe colicky . 
~ ain8,serious— 
a patients. 


ry When giving medicines 
by mouth is not 
feasible 


eq: when a patient <A 
can’t swallow ae 


too much of “SN 
TTT ar ee 
Vomitin or a 
loose motions 
=r unconscious | 
r Same drugs can be 


iven throu h 

injections only — 

e.g, streptom cin rTB 
_“ vaccines (BCG;TRIPPLE etc.) 
** insulin for diabetes 
Penicillin for common germs. 
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in it eee the intestines. 

The body resists these 
germs but if the germs 
overwhelm , diarrhoea 
occurs. 


_ Medicines are only \ 
sionally &€). 
VY) fie 


USeHlh::  <%e * 

| Different, Sind oF x z 
 gerney cause diarrhoea. In 
«half the cases , diarrhoea 
‘is caused. by viruses... 2 

No. medicine can Kill 1 
these viruses. | 

For other germs, 
medicine. helps only. “occassionally. 

Body gets rid ‘of them tivo ' 
“diarrhoea or by other means, and 


_ diarrhoea, stops. on its own within 
— 2t0F - ‘days. 


”* 
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sse 


water,add 8 teasp, | 
i ’ poonfuls ao ) } 
oF of: ordinary sugar or CLSSSSG. 
Jaggery.,°/ath teaspoonful : 
of tablesalt 4th 
teaspoonful of baking 
Soda. 4 
Boil this mixture . . 
and allow it to cool. Ys, | 
Add lemon if possible for taste | 


harbat /¥ 


_ Water and. salts of (4. 
the body are thrown ~ aw 
‘ovt due to diarrhoea ;this adi 
has bad effect on the 
functioning of the body. 
Most of the deaths in “/ 
diarrhoea are not due 
to lack of medicines but 
dve to lack of water. 
Therefore ,to avoid 
danger to the childs life, 
give water/sharbat 
to the child during diarrhoea. 
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BEHIND REGS 
MBAY-400 


YE INJECTIONS: 


> If. the needle is not proPp- 
erly boiled, this will cause 


abscesSy jaundice wi 


spread from one 
person to another - 

o Injection in the. arm 
may injure a nerve 
& thereby paralyse 
the arm. 


o Latent polio may 
+urn into actua 
paralytic attack 
of Polio. 


@ Serious allergic 
reaction may 
occ, 


© NEMA, 
O58. 


AL 


SOME INJECTIONS —. 
THAR ARE AbU SS 


@ Energy 
injec ion _ 
These never 
give eneray; but 
_ they benefit only 
the doctors and 
drug-companies, 


Q" Injections that 
draw out heat —— 
This injection 


iving" 


contains calcium- 


gluconate. When this inj. | 


Ls given in the vein, &@ 


atient 


0 passtiy 


yrom the 


Moreover there is 
donger of sudden 
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he 
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of “heat? 
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